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WASHINGTON 



President Jimmy Carter 
The White House 
Washington, D,C, 

Dear Mr. Presidynti 

I hereby respectfully submit to you the report on United States activities in interna- 
tional health. 

This report is the result of over a year's concentrated effort with the aid of numer- 
ous people in Govemment and the private sector. It presents^ for the first time, an 
overview of all aspects of the Government's activities in international health. 

As the very need for this report shows, our Government's efforts in inteniational 
health, while substantial, have been heretofore piecemeal and uncQordinated. There 
has been in the past no effective overall U.S. international health policy. While such 
a policy would be important at any timej this Administration, with its strong com- 
mitment to the fulfillment of human rights at home and abroad, should continue to 
strengthen its effort to guarantee this major human ri^t: the ri^t to health. Hun- 
dredi of millions of the world's poor are suffering from preventable and curable 
diseases. As a result^ they lack the health and well-being to enjoy productive lives - 
and to exercise their other human rights. 

The United States has now renewed its detemiination to improve world health, I 
believe that this report will be an important fli^t step toward that goal. 

In addition tn presenting an overview of the areas this report makes many recom- 
mendations for improved activity, and should seive as a basis for the development of 
a unified and effective long-range U.S. effort. 



Respectfully yours, 




Peter G. Boume, M.D. 
Special Assistant to 

the President for 

Health Issues 
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Foreword 



Presldint Jimmy Carter's Mtssage 
to the Thirtieth World Health lAssembjy 
Qenevi, Switierland 
May a, 1977 

I want to commend the outstanding work of the World Health Organization, 
under the leadership of Dr. Halfdan Mahler, Public health has been a particular con- 
cern of mine for many years. My mother is a nurse, and my wife is deeply comniit- 
ted to improving health services. 

During my lifetime, science and technology have brought under control a num- 
ber of diseases that once weakened, crippled, or killed people throughout my home 
state of Gaorgia. 

But many parasitic and infectious diseases remain, even In a country such as 
ours. In some areas of the southeastern United States, more than 25 percent of the 
children suffer from Intestinal parasites. 

The situation is far worse, of course, in countries which have not yet reached the 
technicaJ and scientific levels made possible by our abundance of natural resources. 
In the developing countries of Asia, Africa, Latin America^, and the Middle East, 
soine two billion people live with the constant threat of malaria, schistosomiasis, 
leprosy^ measles, yaws, and other terrible diseases. 

Malnutrition and high population growth rates complicate the problems of 
health care — and the chief sufferers are children. 

In Upper Volta, to pick one tragic example from many^ the mortality among 
children 5 years and under is close to 50 percent. 

These questions affect us all, since increased international travel hastens the 
spread of disease throughout the world. But a greater degree of cooperation between 
scholars and scientists of all nations can slow that spread, arid even wipe out certain 
diseases altogether. Smallpox^ for example, is almost eradicated except for Somalia. 

In my speech to the Unfted Kations General Assembly several weeks ago, I em- 
phaslzad our commitment to basic human rights. TTiese include the right of evenf 
human being to be free from unnecessary disease. 

To work toward that ri^U we will offer to share our medical know-how with all 
nations, regardless of politics or ideology. We will work together to control disease, 
irnprove nutrition, and raise the quality and productivity of lift throughout the 
world. 

The United States is ready to help develop a truly intemational program to iden- 
tify and report epidemic and endemic diseases. We will work with the World Health 
Organization, as well as with individual countries, in a global effort to give early 
warning of impending disease outbreaks. 

The gap in health and pfoductivity between developed and developing nations is 
bound to increase political and social instability In the world. 

In some measure this gap is due to unequal distribution and consumption of 
food, energy, and water. We know the economic and social consequences to other 



New Direetioni in IntirnitiDnal Health Cooperation 



nations of our own waste of nonrenewable energy resources, and we are determined 
to corregt this situation. 

We also know that health and economic development are closely linked. The 
child with malaria often misses schooL The anemic worker, with a parasitic infec- 
tion, is less productive than he should be. We need to pursue programs which break 
this cycle of poverty, disease, and hunger. 

I will strive personally to find ways in which our government and the private 
sector can better cooperate with other nations on health, population, and nutritional 
needs. 

The United States supports the World Health Organization's expanded immuni- 
zation program. My country has pioneered in the development of polio and measles 
vaccine, and will continue to support vaccine research. 

My country also supports the bold and innovative new prograjTi of research in 
tropical diseases being developed in cooperation with the World Health Organiza- 
tion. These efforts will bring us closer to our goal: a world in which all people can 
live free from fear of crippling and debilitating diseases- 

The preamble of the World Health Organization's constitution says, 'The enjoy- 
ment of the highest attainable standard of health is one of the fundamental rights of 
every human being/' 

The United States will do its best to bring that right within the reach of all. 

--THE PRESIDENT OF THE UNITED STATES 
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Preface 



As we approach the end of the twentieth gentury, we may appropriately ask 
what kind of world wt r nvislon m the years to come and what we see as the role of 
the United States in that world. For 200 years, we have espoused to other nations 
our belief in the right of al! people to eryoy 'Mife, liberty, and the pursuit of happi- 
ness/' Yet, too often, our foreign policy has been guided not by this idealistic phi- 
losophy, which has gained us admiration and respect throughout the world, but by a 
narrow set of national, economic, and military principles, which have hardly served 
to distinguish us from our ideological adversaries. 

For many years those who directed our foreign policy cartie predominantly from 
a privileged, genefally wealthy segment of our society* Their opinions naturally de- 
rived from their socioeconomic background, and their vi&w of the world, as well as 
their conduct of foreign policy, renected the perceptions and Interests one might 
expect from that orientation. Not only were minorities almost entirely excluded 
from the foreign service, but as long as racial prejudice was a way of life in the 
United States, similar discrepancies characterized the relationship between this coun- 
try and the nonwhite nations constituting a majority of the global population. There 
was a tendency not merely to view the developing world with the same degree of 
prejudice, but to regard concern about human needs as ^'unconventional diplo- 
macy." Consequently, such concerns were relegated to a relatively unimportanf role. 

Beginning perhaps 20 years ago. and culmimting with fte harsh reality of the 
Vietnam War, we began to recognize the shorteomings of even the most fundamental 
assumptions of our foreign policy. We are now slowly evolving a new philosophy for 
our conduct in the world, a role for which there is no historical precedent. 

Our military and economic supreniacy have been increasiiigly called into ques- 
tion. They are no longer appropriate as the solt rationale for our leadersWp in the 
worW. Instead, our credibility now rests increasingly on our rtioral leadership, our 
commitment to the primacy of the individual, and our ability to imlly other nations 
to deal with those fundamental human problems that afflict all mankind. The worid 
affords us respect because of our concern for humanity and our mastery of science 
and technology which offer people everywhere hone for a better life. As President 
Carter said in his inaugural address, '"I would hope that the natians of the world 
might say that we had built a lasting peace, based not on weapons of war, but on 
policies which reflect pur own precious values." 

Indeed, the world has changed dramatically since World War 11 and our posture 
in this world must continue to be revised accordingly. We need only look at the 
changing environment in which we live to recognize the extraordinary impact certain 
events have had upon our lives. 
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Aniong those who grew up before World War II, there was a belief that the 
United States and the world possessed an unlimited supply of natural resources, and 
that the laiid and sea could absorb our waste. Such an optimistic view can no 
longer apply. We now see that the world is a finite entity. Without proper manage- 
ment, the limited resources on which future generations must depend will be squan- 
dered. All nations will be impaired. A clear Image of our circumstancej comes from 
the picture of earth which our astronauts took from the moon. It reaffirmed in our 
minds that we are on a small, finite planet surrounded by the immensity of space. 

Today, nuclear power threatens the human race in a way that earlier generations 
never dreanied of. The need for peace among all nations has been thrust upon us by 
our history. 

In the past, people had a tendency to remain near their place of birth, and inter- 
national travel was a rare experience. There was little familiarity with or understand'- 
ing of people in other nations and other cultures. Now the ease of travel, which 
today makes every corner of the globe accessible within 24 hours, and remarkable 
improvements in telecomriiunications have shrunk the globe so that other nationali- 
ties m no longer seen as distant and alien. Cultural differences are diminishing and 
ihe temi "intematteptfl community" has be^Dme raeaningfuL We perceive that the 
forces which draw us together are incomparably greater tkm those which drive m 
apart. Although racial and religious diffsrertces still stir violent hatred and armed 
confrontations, fear and ignorance no longer lead us to divide the world into "we/' 
the culturally, racially, and politically similar, and ''they " the vast majority of the 
world who are not like us. 

Our role in the world and that of other naftions must be one In which we set 
aside narrow limiitatlons of national prejudice and see ourselves as part of a world 
community, dependent upon a single, flniie body of resources, where the greatest 
threats are threats to the survival of not just i single nation, but of all mankind. The 
United States can assume the responsibility of building worldwide beiief in the real- 
ity of global interdependence. Our nation is unique in having a set of principles anid 
ideals based on the fundamental rights of man, and for 200 years we have struggled 
to maintain an open and free society, one mindful of this philosophical base. As i 
result, an overwhelming majority of people throughout the world consistently look 
to us as the single best hope for a better existence. 

We can affirm, too, that no matter what political structure they live under, peo- 
ple everywhere ^are certain basic needs and a^lrations. TTiese include freedom 
from hunger, from physical suffering, from war, from disease, from pollution of the 
environment, and from servitude to others; adequate shelter; desire to see their chil- 
dren grow and have better opportunities than their parents; the ability to improve 
their lot in society through merit and hard work^ the opportunity to learn, to travel 
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freely, to ejuoy the benefits of technology and civilization; and the time to appreci- 
ate life lived to tha fullest. We realize our humanity throu^ thase common aims 
irrespegtive of poUtical ideologies which divide ui. 

We are well aware that OTia-fourth of the world'§ population, or one biHion pao- 
pie, live in absolute poverty, on the edge of starvation, and without access to even 
the simplest form of health care. In saveral Africaii countries, 50 percent of all chil- 
dren die before age 5. Throu^out the developing world, 10 million childreri under 5 
years old suffer from severe protein and caJoric deficiency. Mora than 250 million 
people a year contract malaria and 200 milUoni people, or as many as the entire pop- 
ulation of the United States, suffer from schistosomiasis. In Africa each year, a mil- 
lion children die from measles, and less than 10 percent of the 80 million children 
born each year in the world riceive immainiEation against preventable diseasei. Cycli- 
cal famines still kill tens of thousands in the developing world. We in the United 
States cannot ignore such tragedies. 

In fact, we can address these problems, which indeed are solvable, if we are will- 
ing to give them a high enough priority. There is, for example, sufficient food pro- 
duced in the world. With proper management and distribution of food, we could 
eliminate world hunger We also have the icientiflc and technological potential 
to provide a b^id minimum level of health care for everyone in the world by the 
year 2000. The key issue is not adequate technology but rather the will to achieve 
humanitarian goals. 

Some will dismiss these thoughts as idealistic and argue instead that such goals 
do little to serve the real national interests of the United States. However, a world in 
which people everywhere are healthy and adequately fed wUl be a world inherently 
satisfactory to the intereits of the United States. Economically sel^sufficient na- 
tions will no longer burden the United States and other developed countries; they 
cm become viable markets for U.S. exports, Converiely, in a hungiy, mgty, and 
often bitter world we can hardly achieve vital foreign relaitions objectives. We are less 
able to redupa the buildup of conventional weapons, control the prpiifiration of 
nuclear arms, defuse intemational terrorism, protect our economic and security in- 
terests in outer space, or promote the advancemenS of human ri^ti,, for political 
instability in one nation threatens the peace and economic progre^ of all nations. 

President Carter*s commitment to deal with basic human needi throughout the 
world is Ann. In his inffufury message, he pledged support to *'guaTantee the basic 
right of eveiy human being to be free from poverty and hunger aiid disease and 
political repression.'* 

While the United States must accept the. p"eat responsibility for meeting the 
basic needs of mankind, we believe this gOi^l can best be achieved if it is a shared 
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goaL All natioffis amd all international organi;^ations must acknowledge their reiponsi- 
bility by giving increased attention to the poorest of this world. We can readily see 
how^ efforts ut building, new economic infrastructuras have sometimes helped the 
elite of a country, and resources frequently have been slow to reach the poorest 
citizens. Our country^s concarri for human rights, therefore, extends not only to 
those who are brutally tortured, murdered, or detained without trial, but also to those 
who are deprived of the basic amenities of life by ruling classes who retain for them- 
selves the bulk of economic development and assistance benefits in their nations. We 
cannot assunie our responsibilities, if we watch the poor people of rich countries 
being taxed to benefit only the rich people of poor countries. In our bilateral discus- 
sions, and through the United Nations and associated agencies, we must attempt to 
ensure that more programs are aimed directly at the world's poorest and that con- 
comitant benefits actually reach the poor. 

Several issuas merit consideration as we decide how to reach the world's billion 
poorest peoplie. Th€re Is the issue of whether we approach the problems of poverty 
by fopusing on select fields such as health, housing, water supplies, or food produc- 
tion, or whether we should tackle many problems simultaneously, There is also the 
issue of the ejctent to which our assistarnce is conditioned (that is, limited or in- 
creased) by the attitudes and actions of recipient countries as they attempt to solve 
their probleTnis. 

Focus on Health 

The field of health (including nutrition and family planning) offers perhaps the 
best and most immediate opportunity to change the basic quality of life for poor 
people in the world. Also, to the extent that any international issue Is free from 
political pressures, providing adequate health care enjoys almost universal support. 

The United! States can readily contribute to the betteitnent of world health be- 
cause of its long tradition of involvenient in international health matters. In part, 
this icivolvernent can be traced to battles against malaria, yellow fever, and other 
diseases which still afflict the developing world and which have until recently also 
been problems within the United States. The nations of northern Europe, ¥v?hile free 
of these diseases, did have vast colonial empires to stimulate interest in tropical med- 
icine. From this interest were founded the London School of Tropical Medicin# and 
the Institutes Pasteur in Paris and in French colonies. 

Although self-interest contributed to our concern about health in other nations, 
tliis concern has grown primarily from our longstanding cultural tradition of feroad 
humanitarianism. Attempts led principally by Senator Hubert Humphriy In the 
early fifties to f stabllsh a m^or role for the United States in meeting the basic 
human needs frf people achieved moderate success. In 1958 Senator Humphrey 
returned from a trip to Europe and in a landmark rejport,, The U.S. Government and 
the Funire of Intmmtioml M^diml Rm extolled the many benefits to be 
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derived from a strengthened global health policy* Yet there were many who opposed 
the motion of such a policy as too idealistic. It could not possibly achieve its pro- 
fessed potentia.l, they argued. This initial inquiry was followed by others, but 
without sufficient support these efforts did not result in major changes in U,S, 
international health activities 

We continue to ask ourselves, What should be the role of the United States in 
international health? What is unique that we can offer to the rest of the world? 

We no longer iiave the virtual monopoly that we once had in medical technol- 
ogy, yet we still possess resources in the heaJth field that far exceed those of the rest 
of the world. Our moral leadership and commitment to humanitarian concerns have 
continued to give us singular acceptance in the developing world. We have resources 
within the Federal Government to allow us to provide to the developing world direct 
support, including technical assistance for the implementation of health care pro- 
grams. We have unique inititutions^ such as the Center for Disease Control in 
Atlanta, which can provide epidemiological support to countries throu^out the 
world. Within the private sector, we possess the capacity to train large numbers of 
health-care personnel either in this country or overseas. We also have in our aca= 
damic institutions, foundations, and pharmaceutical industry the greatest affire- 
gation of medical research talent in the world. Through government support of 
appropriate priorities, these gifted scientists can make significant new contributions 
toward eliminating the remaining major cripplers and killers of the developing world, 

To be effective in our comniitnient to international healthj we need to see a 
willingness among nations of the developing world to cope with their own health 
problems. In the past they too often have exhibited a sense of hopelessness in flght- 
ing the remaining miajQr diseases and other healtti problems besetting them. TTielr 
resources seemed meager In contrast to their problems. As a result^ many countries 
expressed quiet resignation 'about endemic diseases, Because such diseases were seen 
as a permanent burden, public health programs were often given low priority by 
most governments. 

In the last few years, this attitude has changed dramatically. AJthough a prod- 
uct of many factore, the change Is substantially due to the extraordinary success of 
the worldwide smallpox eradication program mounted by the World Health Organi- 
zation. Apart from the remarkable and laudatoiy accomplishment of eliminating 
smallpox, this program had asecondaty and perhaps even more important side effect. 
Health planner and policy makers everywhere realized that the great scourges of man* 
kind were not Insurmountable, that careful marshaJling of resources and planning could 
result in solutions to other health problems that had long been taken for granted. We 
have seen, over a relatively short period of time, a move in many developing coun- 
tries toward effective, long-range health planning aimed at eradicating or controlling 
major diseases and providing basic heaJth sewices within a fixed time frame. 
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Incraasingly, too, health Is being given higher priority by heads of state thaji it 
has received in the past. There is enhanced recognition of the impact a nation's 
heaith can have upon its ecDnomic development; particularly in iocialist countries, 
the provision of adequate primary health care is seen as an increasingly important 
reiponsibllity of government. 

Ironically, we often have had to advocate an approach to health care delivery in 
the developing world that we have not been able to implement in our own country. 
For example, with limited numbers of physicians, developing countries need to rely 
heavily on the use of paraprofessional health workers, rather than focusing as we 
have done in this country on expensive tertiary care. 

For the United States, the gains from the elimination of a disease such as small- 
pox can be great. Today, we no longer need to vaccinate against smallpox, a saving 
of $140 million dollars a year or more than three times our annual contribution to 
WHO. 

Thus our successful attack against smallpox has advanced us to a new era^ one in 
which we can eliminate most of the remaining major scourges of mankind. Our 
country can join with other nations, and work toward the goal of providing by the 
year 2000 a basic minimum level of health care for all people. 

Mobiliilng U.S. Raiources 

To enable the United States to maximize its role in achieving international 
health goals. President Carter instructed that a comprehensive study be made of the 
international health activities of the U J. Government. TTie study was to focus pri- 
marily on the role of the U J. Government m intematlonal health and the extent to 
which the current level of effectiveness could be signiflcantly improved. 

We attempted, as a first priority, to survey and inventory cun*ent U J. Govini- 
ment activities in the area of intemational health, including legislative authoritiei, 
budget allocationsi and the various international health policies and prop^ams pres*^ 
ently in operation. At the same times we began an assessment of the remaining major 
health problems of the world and the extent to which current U.S. efforts are aimed 
at addressing those problems. In addition, we examined the extent to which interna- 
tional health is integrated into other governmental activities^ including the for- 
mulation of foreign policy, domestic health policy, development assistance, and 
commercial and trade policy. An effort was also made to study existing coordinating 
mechanisms and to make recommendations as to how these could be improvadj par- 
ticularly with regard to long-range planning and goal setting. Special emphasis was 
placed on how a major new Initiative in this area might be created, Finally, we 
attempted to review in general terms the extraordinaiy resources of the private 
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sector, especially the academic community, church-related orpnlzations, and other 
voluntaiy organizatioris* and how those resources could be more effectively coordi- 
nated with U.S. Govemment activities. 

In this report the temi "intemational health'' refers to a broad range of often 
poorly defmed actlvitiei. We attenipt to show that the interests of the United States 
ihould be concentrated primarily on: elimination of the remaijiing major infectious 
diseases afnictini mankind (those diseases deriving principally from poor sanitation 
and malnutrition and found mainly in the developing world); better access world- 
wide to a basic minimum level of health care, including nutrition and family plan- 
ning services; pooling of knowledge and fostering of collaborative research activities 
to advance medical science; use of medicine as a medium to improve relations among 
nations^ apart from traditionaJ political channels; and development of appropriate 
overseas uses for products and services of the American health indust^. 

Despite our reduced level of development assistance, measured by a decline in 
the percentaga of our gross national product assipied to this area, there has never- 
theless been a gradual increase over the last 1 0 years in the involvement of the U.S. 
Government in the international health field. According to this study, some 22 agen- 
cies, with a total budget of $528 million a year, contribute to international health. 
However, growth has been piecemeal, and because of the ambivalence of recent 
administrations to the whole area of foreign aid, there has been no overall initiative 
to coordinate or plan how fragmented efforts could be brought together into a 
coherent prop^am. Many international health programs have been initiated, and clear 
policies have been gstablished in certain areas. For example, the Center for Disease 
Control and the National Institutes of Health, with their worldwide reputation for 
excellence, have contributed significantly to the improvement of health for all man- 
kind. Other efforts to relate the performance of our scientiflc institutions to prob- 
lems of international health can attain comparable results. 

In summary, govemment action directed at dealing with humanitarian issues has 
traditionally been viewed as "unconventional diplomacy" by our State Department, 
and humanitarian considerations have never been incorporated into the overall for- 
mulation of foreign policy. Moreover, in the last S years, international health has 
been accorded a relatively low priority even in the development assistance field. 
There have been exceptions such as U,S./Soviet medical collaboration. 

As a result of this landmark report, we anticipate greater understanding of the 
important role of the United States in the international health field, one which will 
grow substantially in the coming years. It will reaffirm our commitment to im- 
proving the quality of life for people even^where and, through better evaluation and 
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coordination of the use of our existing resources, significantly increase the effec« 
tiveness of the U.S. role. Furtherniore, this report is intended to encourage a close 
partne^hip between the government and the private sector so that their collective 
resources can more efnciently complement one another. We hope also that this report 
will foster certain specific actions which will symbolize the special commitment of 
President Jimmv Carter, the government, and the people of the United States: the 
desire to reduce ill-health and suffering of people throughout the world, 

- Piter G, Bourna, M.D. 
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The Study Process and Acknowledgments 

The Study 

A preliminary survey of the international health field in 1977 yielded some start- 
ling information. First, there was little knowledge about what the Federal Govern- 
ment was doing in international health and why, as well as how rnuch money was 
being spent. Second, the subject of international health had only sporadically been 
considered by CQngress in any comprehensive way over the past 30 yaars — despite 
the growth in the number of authorities and the size of expenditures. Furthermore, 
we learned that no specific definition of international health had ever been devel* 
oped. This lack of understanding had iniplicatlons for both accountability concern- 
ing the use of funds and managenient and evaluation of programs. We also found a 
rather narrow view of the benefits to be derived from support of international health 
programs on the part of government officials, despite evidence to the contrary. 

These preliminary findings were brouglit to the President's attention. He then 
directed a comprehensive inventory and analysis of international health activities, in 
both the public and private sectore, to better understand international health and 
provide the basis for new directions the U.S. Government should follow in the near 
future. 

The Pfocass 

A preliminary inventory of activities and early decisions regarding what the field 
of international health consists of enabled us to define the scope of our review, the 
agencies or organizations primarily and secondarily involved, and the relationships or 
potential relationships between groups involved in issues related to international 
health and their activities. A crosscutting study model was developed to ensure that 
throughout the process, agencies or organisations and activities were clustered and 
integrated to ensure comprehensiveness of assessments. Substantial private'Sector 
consultation took place throughout the course of the study. Perhaps most impor- 
tantj this process began to encourage the coordination and exchange of Information 
and ideas among leaders in government and the private sector, a strategy which con- 
tinues to prove beneficial. 

The StruDtura 

Four working groups that reflected an integration of basic subject areas were 
identified as follows: 

• Strategy development, which was divided into four functional working groups 
representing the following distinct areas of Federal responsibility in international 
health: 
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— Divelopnient and supporting aisistance; 

. — Htalth of U,S. cltizeni and scientific and professional coopiration; 

— Commirce and finance; 

— Foreign policy and medical diplomacy; 

• Research, development, demonstration, and application; 

• HeaJth manpower; 

• Private-sector involvimentp which was compOi^ed of these specific subunitsi 

— Private voluntaiy organizations; 

— Foundations; 

— Universities; 

— Labor; 

— Corporations. 

In Bum, well over 100 professionals in and out of govemment participated in 
both the preliminary assessment and the more comprehensive study. We are deeply 
grateful for all their contributions to this project. 

Gerald A, FUl, 
Study Director 
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Introduction: Guarantaeing the Right to Health 

The right to health and our Nation's moral commitment to help guarantee that 
right form an integral part of the foreign policy of the Carter Administration, A 
national health policy for the United States will only be fully effective if it k 
coupled with a strong U.S, international health policy. At present, no such policy 
can be found throughout the government. No clearcut goals are set; there is no care- 
fully considered allocation of fund^; and little coordination between public and pri- 
vate individual agency programs exists. 

Despite substantial, well-intentioned efforts and investments in international 
health, lack of adequate coordination and integrated policies is reflected in uneven 
success in alleviating persistent disease and disability in developing nations. Fifty 
percent of all children die before age 5 in some African countries, most of prevent- 
able diseases. Despite significant efforts to alleviate world hunger, 300 million chil- 
dren annually continue to suffer malnutrition and its debilitating^ long-term effects. 

Health programs in the United States also require coordinated initiatives. No 
U.S. policy in international health will be credible to other countries^ or acceptable 
to U.S, citizens, if it is not fully integrated with a strategy to improve health pro- 
grams in the United States. Glaring disparities between the health condition of 
minorities in the United States and the general population confront us. The Nation's 
capital, even with a substantial physician population, has one of the highest infant 
mortality rates m the country, Sri Lanka reportedly has a higher life expectancy 
than does the District of Columbia. 

In view of our own shortcomings with respect to the health of our Nation's peo- 
ple, of U.S. awareness of global interdependence, and the necessity of international 
partnerships directed toward meeting basic human needs, this study was prepared at 
the request of the President of the United States. The members of our task force 
focused on inventorying resources currently being expended by the Federal Govern- 
ment in the area of international health.* We considered ways in which these re- 
sources could better be utilized and coordinated. 

Specitlcally, we asked ourselves how governmental and multilateral development 
strategies could be reoriented- to affect health, and how the welfare image of inter- 
national health assistance couid be dispelled and its economic development aspects 
emphasised and reinforced. We also examined strategies to involve the unique crft>ac- 
ities of private individuals and organizations for timely, sensitives flexible, and inno- 
vative action at the grassroots level. 



•Safe watif* nutritious food, moderate famUy size, and primary and pfiventiva health services constitute 
the basic means to attain good health. We shall use the term ~*intemationai health'^ throughout this report to 
generally refer to activities related to the provision of these means whenever more than one eountry is involved 
Of if u country is engaged in health actiyUy primarily for the benefit of people in another country. 
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Finally, we analyzed how the full potential of diverse government programs and 
resources in biomedicinej food, population, trade, and related policy areas might be 
brought to bear on improving the health status of U.S. citizens and foreign nationals, 
and subsequently we made recommendations to foster this goal. 

Our findings indicate that although the activities of 22 separate U=S. Govern- 
ment agencies are involved in international health, these efforts are only marginally 
related to one another. Past U.S. international health policy has been based on the 
belief that bilateral economic assistance would '*trickle down'' to improve the health 
of all. This strategy failed in part because economic ^owth never reached the poor- 
est individuals, and in part because health assistance focused on high-technology 
curative health care in hospitals with little or no impact on rural populations. Any 
new initiatives in international health will be difficult to implement. Members of 
private, nonprofit, church-related, business, and voluntary organizations are skepti- 
cal of collaboration with government, citing constraints and cumbersome proce- 
dures, lack of long-term government commitment, and the insensitive attitude of 
many government agencies toward private agency methods of operation. Within the 
government, little or no role is given international health in the formulation and 
execution of U.S. foreign policy. The United States, we recognize, cannot dramati- 
cally alter global health conditions by itself. An ethic of international cooperation 
among all nations is required, based on humanitarian, not ideological principles. 

We therefore recommend that international health be elevated to an active and 
positivf concern of all U.S. Government agencies, and particularly, that in the State 
Department, international health should play a strong role in the basic human needs 
strategy of U.S. foreign policy. 

We hope that this study will lead to a unified U.S. international health policy, 
eliminating the notion that international health is incidental to other Federal agency 
programs, and will strengthen the accountability for international health policies in 
the Executive Branch and the Congress, 
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Chapter 1^ Foundations for U.S. Intarnationil Health Poiicy 

The United States has long been committed to the improvement of world health. 
As a nation we recognize and reaffirm the fundamental human right of people every- 
where to enjoy the highest possible health standards. 

In cooperation with other nations, the United States must adopt an international 
health policy and strategy to sen^e the health needs of developed and developing 
countries. The majority of Americans favor health assistance to other nations^ par- 
ticularly assistance that is immediate, direct, and tangible. They view health aid as a 
proper form of foreign aid, and they are willing to accept increased budget alloca- 
tions for environmental and medical services. 

Health in the Present 

Despite great scientific and technological strides in health, poor health is still 
rampant in much of the worlds a^ravated by problems of high population growth 
and a lack of adequate nutrition, clean ^Mter, and the most basic health services. 

World health patterns vary greatly, and the differences are most apparent be- 
tween developed and developing countries. While developed countries have popu- 
lations consisting almost equally of young and old people, more than 50 percent of 
the population of some developing nations is under age 15. The United States and 
other developed countries share similar denriographic patterns of health and health 
services. With developing countries, the United States continues to express humani- 
tarian concern for their particular health problems, especially problems affecting 
children who constitute such a large proportion of the population in many of those 
countries. 

Health in the Future 

We anticipate that the health situation of the developed world over the next few 
decades will be characterized by improved life expectancy and by a pattern of health 
services increasingly oriented to health problems of the mature and elderly. At the 
same time, health resources and programs in the developing world will have to dis- 
play inherent flexibility and responsiveness to unique patterns of diiease. 
Improvements in nutrition and reductions in communicable disease effected 
by development will be most visible in the health of children. 

Although high aggregate growth may occur in developing nations, that growth 
may be accompanied by increasing levels of poverty and ill health unless income is 
more equitably distributed. These countries will also face the prospect of large-scale 
malnutrition and accompanying disease and disability if their food situation does 
not radically improve. The U.S. Agency for Tntemational Development (AID) pre- 
dicts that by the year 2000, food production in developing countries will be 216 
million metric tons less than projected demandi, 
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Broadening Our Invoivenient in Health 

In the United States, administrative or legislative resporisibilities for interna- 
tional health currently reside in 22 Federal agencies. These agencies spend S528 
niillion annually on international health and related activities,* Private-sector in- 
volvementj including exports of medical supplies^ is even more extensive. In 1975, 
sales abroad by U.S. pharmaceutical firms totaled S4,7 billion; in the same year, 
these firms spent S144 million on research in foreign countries. 

Tile private sector in the United States — churches, voluntary agencies^ founda- 
tions, and universities - Is also extensively involved in international health. Church- 
supported medical and nursing schools, for example, have contributed significantly 
to manpower development in variou.s nations. Foundations have developed and sup- 
ported U.S. research efforts in tropical diseases and family planning, provided train- 
ing facilities for health professionals, and fostered regional Interdependence. Private 
voluntary organizations (PVOs) have been perhaps the.most effective institutions in 
promoting people-to-people approaches to international cooperation for the im- 
provement of health. 

Most U.S. Government activity in international health has taken the fonn of 
development assistance or research and scientific exchange. However, greater oppor- 
tunities can be made available for intemational health initiatives ifi a) international 
health is more closely related to other areas of U.S. concern, namely, intemational 
relations, intemational commerce and trade, and U.S. domestic health policy; and b) 
the U.S. Government fosters a broader role for the private sector in intemational 
health activities. Increased awareness of these possibilities for intemational health 
will lead to an enlarged base from which we can more effectively achieve humani- 
tarian goals. 

During the next decade, the United States should continue to collaborate with 
the developed worid on shared health interests. It should also expand its concern for 
the health of the developing world and increasingly cooperate with the rest of the 
world to close the gap between existing and attainable health status. Real hope 
exists that by strengthening oiir efforts for basic human needs, health status among 
the world's poor can radically improve in this century. However, if we ignore the 
present realities of world economic and health status^ there remains the possibility 
of catastrophic global problems. 



^'See Appondix€s, Part lU for documentation^ This is the fifit comprehensive asiassment governmentwide in 
Uiis area. 
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Chapter 2: Intematronal Relationiand Health Diplomacy 

Alleviation of unnecessary suffering and ill health in any country is as important 
a part of guaranteeing human rights as the protection of civil and political rights. 
This Administration has recognized that health is one of the most basic human 
needs, and must therefore occupy a position of greater prominence in U.S. relations 
with other countries than it has previously had. 

Initiatives dealing with health should form a significant aspect of overall foreign 
policy. Because these initiatives are tied to universal human concerns, they offer a 
means of communication sometimes bey^ond that provided through formal diplo- 
matic channels. 

U.S. policy should stress development assistance for meeting basic human needs, 
Priority should be given to those countries with the greatest needs and the strongest 
desire to alleviate them, TTie United States should encourage other countries to pur- 
chase needed technology, equipment, and supplies, and to participate fully with the 
United States in collaborative efforts. 

We define medical diplomacy as collaboration between countries on health mat- 
ters to improve relations with one another. The health benefits of this collaboration 
may accrue to the interacting countries or to some other countries. Medical diplo- 
macy, both at the governmental level and through private contacts, can produce 
humanitarian benefits along with improved relations. For example, the health sector 
should play a leading role in the growing exchange between East and West, 

Health diplomacy has many other ireas of application, all indicating aspects of 
America's interdependency with the rest of the world. 

Global Health Problems. These include environmental pollution, depletion of the 
o7.one layer, rapid ^obal population growth, and inadequate production and/or dis- 
tribution of food supplies. To ameliorate these problems, coordinated long-term 
international collaboration is required. Our commitment to solving these problems, 
therefore, must be an integral part of our foreign policy. 

Foreign Policy. America's traditional medical diplomacy has been carried out 
through bilateral aid programs and membei^hip in international organizations, and 
by interested private organizations. In relationships with other nations, our Govern- 
ment must represent the health interests of American citizens and industry abroad 
and apply criteria of health and other human rights In the evaluation and establish- 
ment of relations. 

In general, we have rejected the use of health sanctions in bilateral diplomacy. 
The United States should emphasize cooperation with countries showing seriou^ 
concern for basic health needs. Medical diplomacy should prove particularly useful 
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in instances where the United States does not have formal relations with countries. 
Initial steps in trying to establish health relations might include informal discussions 
at international meetings, free provision of medical literature, and cooperative ef- 
forts in communicable disease control. 

Multilateral diplomacy includes representing the United States in multilateral 
health-related organizations. U.S. participation in the World Health Organization 
(WHO) is a major aspect of our international health activity. It consists of 25 per- 
cent of the regular WHO budget and voluntary contributions which come from the 
United States. Through participation in the World Health Assembly CWHA)^ the 
United States has had a notable influence on WHO policies. Through the Pan Ameri- 
can Health Organization (PAHO), the United States and Cuba have continued to 
cooperate in health efforts despite broken diplomatic ties. 

The Department of State^ the Department of Defense (DOD), the National Aero- 
nautics and Space Administration (NASA), and other agencies all have programs in 
international health. The Department of State has been criticized by GAO and 
others for not having a health policy with regard to multilateral organizations, and 
for ineffectively managing and planning for UJ. delegations and budgetary contri- 
butions to health agencies. For instance, U representation in WHO involves bal- 
ancing an entire range of foreign policy issues: domestic health, scientific, and 
economic and trade goals in international health, but without heneflt of a coherent 
overall policy. On the other hand, U.S. support of the United Nations has been seen 
as inappropriately consistent. These and other related international agencies have 
values differing from our Interests. They provide programs of varying efficiency 
and effectiveness, and should be treated independently in terms of budgetary and 
policy decisions. 

With respect to U.S. participation in international financial institution (IFI) 
activities, these programs are currently evaluated on the basis of information gath- 
ered by banks and submitted to nonhealth professionals for evaluation. We find this 
lack of technical review by the U,S, Government to be inappropriate. 

We are also concerned with establishing a balance of trade by expanding U.S. 
exports in an increasingly competitive world rnarket. The United States^ we propose, 
should take advantage of its global leadership in health care services and commodi- 
ties and expand international trade in phannaceuticals and supplies. We should also 
seek other ways to take advantage of our domestic strength in health. 

Foreign affairs will deal increasingly with relationships between people or be- 
tween nongovernmental institutions such as industries and universities. Private diplo- 
macy will also be a majof function of U.S. volunteere and employees of nonpront 
agencies working abroad. The Peace Corps, PVOs, and foundations have a major 
role in demonstrating American concern and commitment by helping people abroad. 
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ConstraJnts to U,S. Involvement in International Health 

In the past, America's involvement in world health has not accomplished as 
much as it promised. Constraints on the implementation of international health poli'- 
cies arise in three areas: problems with program administration, lack of congressional 
support for an international policy, and limitations or lack of will by host country 
govemrnents. 

Most importantly, there is no adequate interagency mechanism to initiate and 
CDordinate the full range of VS. health programs. The Department of State, in 
theory, has responsibility for international health but does not, at present, serve as 
an authoritative focal point because health responsibility is diffused throughout the 
Departrnent, The State Department is understaffed in health professionals, with 
personnel being drawn from the ranks of career foreign service officers who are se- 
lected for political, geographic, and economic expertise. At present the State Depart- 
ment cannot successfully carry out its international health duties. In a broader 
context this has applicability to its poor scientific capability. 

Limited or no budgets for international health activity are severe constraints. As 
a result of the historical dissatisftction of Congress with accomplishments in foreign 
aid, the Foreign Assistance Act is subject to close surveillance. Congress excludes 
AID from certain countries (ot political reasons, and often limits appropriations to 
1 year, requiring frequent and time-consuming reporting. At present, it is difficult 
for AID and other international health organizations to defend their budgets before 
Congress. New organizational, management, and budgetary procedures are required 
if Lf,S. international health policy is to be effective. 

There are also foreign constraints on program implementation. Many developing 
countries lack leadership commitment to basic human needs. Leaders of such coun- 
tries must be made to realize the explosive political as well as social effects of wor- 
sening poverty and health. Too ohm, programs have been designed to satisfy these 
leaders' ideas of health care - hospital intensive and curative-oriented - so that 
health care at the local level and in mral areas is often inadequate. 

Rscommenditions 

We believe that implementation of the following recommendations will improve 
the effectiveness of American health diplomacy and the level of health care available 
to the world's poor. 

• An explicit policy should be formulated, detailing the nature of the relationship 
betvveen international health and international relations. It must be initiated, be 
understood, and be implemented by all concerned, not only those responsible 
for International health, but those responsible for international relations as well. 
That policy must stress U J, concern for basic health needs at the highest levels 
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of government policy making and complenient the President's hunian rights pol- 
icy, demonstrating real and effective concern for the health of people every- 
where; 

• An interagency coordinating mechanism should be established at the policy 
level It would provide the means by which the several US, Government agen- 
cie§ could relate and strengthen their separate purposes and potential contri- 
butions to the benefit of the overall goals of a U.S. international health policy. 
The policy-level mechanism would be responsible for establishing, managijig, and 
implementing US. international health policy, and for reporting progress 
througii an annual report to the President; 

• An organizational unit should be created within the Department of State to act 
as a focal point for International health, nutrition, and population. This unit 
would clarify and strengthen appropriate programs, and would support and pro- 
mote international health activities, and administer a support staff for the policy 
coordinating mechanism; 

• A cadre of international health attaches should be placid in non-AID eli|ible 
developed and developing countries to work primarily on identifying needs or 
opportunities for U.S. initiatives in international health and on promoting these 
initiatives in the United States and arnong host country governments. The pro- 
gram of this global health cadre should be administered by the international 
health unit in the State Department; 

o An annual report to the President and Congress should be prepared which de- 
scribes the international health activities of all U,S, agencies. This will enable 
both branches of the Federal Government to improve accountability and respon- 
siveness in this area. 

• A special governmentwide budget and management analysis should be prepared 
to improve understanding concerning the magnitude and importance of interna- 
tional health, identify duplication and waste, and increase accountability. 
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Chaptir 3: Health of U.S. Citiiens 

The United States should guarantee protection of the health of its citizens at 
home and abroad. This does not preclude U,S. concern about the health of people 
everywhere and U.S. willingness to take practical, effective steps to improve health, 
especially that of the world's poor. Any international health policy we may propose 
can only be credible if it is integrated with a strategy to improve health care within 
the United States. International health activities can contribute significantly to the 
health of UJ. citizens by enhancing the equity, efficacy, and efficiency of U.S. 
health care and by improving U.S. scientific knowledge. 

A Comparative View of U.S. Health 

Eighteen countries now have a higlier male life'expectancy than the United 
States, and six have a higher female lift expectancy. Fourteen nations have a lower 
infant mortality rate. Mortality rates for poor and minority populations in the 
United States are markedly worse than those for the general U.S. population. These 
conditions persist (despite great advancei in reducing infant mortality over the past 
25 years) even though health service expenditures in the United States have risen 
sharply. In 1975, 8.3 percent of the gross national product (GNP) was spent on 
health; by 1980 health expenditures may reach 10 percent of GNP. TTie health care 
industry is currently the third largest in the United States. 

Yet there is no obvious relationship between expenditures and health indices in 
the United States, Exploring the diversity of experience among countries with simi- 
larly great interests and expenditures in health should prove beneficial to the United 
States in analyzing persistently unfavorable health trends among the U,S. 
population. 

The health budgets of the 14 Federal agencies having health programs totaled 
$51,432 rtiililon. International activities represent a relatively small proportion of 
the Federal health programs oriented toward domestic needs, and such agency in- 
volvement is quite complicated. Because there are no explicit guidelines for imple- 
menting knowledge gained from international health activities, domestic health 
programs and policies have suffered. International and national health programs 
therefore should be coordinated more efficiently to ensure their mutual advantage. 

To be truly effective in improving the health of U.S. citizens, a compreheniive 
health program of the U J. Government must include a well-organized plan for 
health activities. Consequently, attention must be devoted to the international as- 
pects of key health policy issues: access to health care, quality and efnciency of that 
care, and strengthening of preventive semces. 
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Our concern For world health will be more credible to U,S. citizens and other 
countries if we follow a complementary approach which seeks to improve health 
within the United States as well as abroad. 

Constraints 

Existing legislation does not allow a Federal agency such as the Department of 
Deftnse, which operates a network of health care facilities outside the United States 
to provide care to noneligible individuals, even though less than 40 percent of bed 
capacity is being used. 

Moreover, the diversity and independence of institutions involved in interna- 
tional health constrain their ability to achieve objectives and seriously challenge 
efforts to encourage coordination of their activities. 

Within some Federal agencies, too, international health activities undertaken for 
domestic health purposes are often episodic, ineffective, and inappropriate. The lack 
of explicit policies for intemational health activities in support of domestic health is 
therefore detrimentah 

Another great disadvantage is that no information system exists to which a gov- 
ernment project ofncial can turn for data about international health activities. 

Ricommendations 

We can identify three key areas that will lead to improved health domestically 
and internationally. 

ft Communication of medical and health information should be inqreased among 
nations. Not only biomedical information needs to be shared, but also infonna- 
tion about flnancing, cost containment, and delivery of health services (espe- 
cially to rural areas). There should also be increased face-to-face contact among 
health personnel, especially through activities of the John E. Fogarty Interna- 
tional Center of the National Institutes of Health (NIH), TTie Center should, for 
example, receive support for a global health conference to be held annually; 

® U.S. citizens travelling abroad should have freer access to preventive and curative 
health services, as should foreign nationals residing In this country. A task force 
of personnel from DOD, NIH, and the State Department should be created to 
evaluate expanded and alternative uses for existing DOD health facilities; these 
could be used in part as international centers for clinical exchange and research; 

• iMore should be done to combat health hazards which cross our borders; epi- 
demiological surveillance should be improved, and cooperative international 
efforts undertaken in this area. Health services should be reoriented doiriestically 
to stress preventive medicine. 



10 



40 



Executive Summary 



Chapter 4: Private-Sector Involvement 

The private sector performs a significant role in international health, with a 
diversity of purposes, operational styles, and constituencies. Private-sector organi- 
zations include nonprofit institutions (voluntary organizations, labor organizations, 
universities, and foundations) and profit-making corporations. Although these 
groups differ markedly in resources and programs, they share an ability to bring 
innovative ideas and techniques to the field of internationai health. This pluralism 
allows great flexibility in meeting acute health needs, yet often precludes long-term 
project financing. The Federal Government should, where appropriate, facilitate 
increased resources for the highly effective grassroots approaches of nonprofit orga- 
nizations, as well as encourage corporate activities that enhance general health condi- 
tions in developing nations. 

Nonprofit Organizations 

Private Voluntary Organizations. PVOs can be classified functionally within two 
broad categories: agency organizations which provide education, preventive and 
curative services, and emergency relief; and professional associations which upgrade 
knowledge, skills, standards, and working conditions of health professionals and 
those professionals in health-related fields. Approximately 300 of these organiza- 
tions and associations are substantively active in developing country health 
programs, providing direct health services; technical assistance; grants to aid govern- 
ments or communities in implementing projects; training for developing country 
nationals; food and equipment; and support for research and conferences on health- 
related subjects. 

The success of these activities can be attributed to several inherent PVO assets: 
the capacity to move quickly and innovatively into new areas of need, the objec- 
tivity to appraise situations without bowing to poHtical influence, the freedom to 
engage in controversial activities, and the ability to experiment in an unfettered 
manner. However, because of declines in private contributions and government sup- 
port, PVOs are increasingly less able to function effectively or to change the focus of 
their crisis-oriented activities to meet developmental objectives. Furthermore, PVOs 
are constrained by restrictive host country policies and inadequate PVO-government 
relationships. For example, AID contracts and grants (S83 million in FY 1 976) can 
be used to develop existing PVO organizational structure, but not host-country PVO 
infrastructure. Inflexible restrictions on where (by country) and on what (by pro- 
gram area) government funds can be spent impose additional difficulties and curtail 
autonomy of action. PVOs are often reluctant to accept U.S. funding because of the 
political implications of foreign aid. 

PVOs face rigid government requirements which slow or hinder program forma- 
tion. The work of PVOs can be facilitated by more flexible administrative require- 
ments, and reduced Federal bureaucratic complexity, as well as more understandable 
government regulations. 
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Labor Organizations. These include labor unions such as the AFL-CIO, and affili^ 
ated foreign groups; the Asian-American Free Labor Institute (AAFLI); the African- 
American Labor Center; and in Latin America, the American Institute for Free 
Labor Development. These international organizations have committed over $157 
million to health during the past 10 years. 

Labor, with its benefits of self-reliance (both in planning and financing)* is a 
major resource. Labor concentrates on high-impact projects in health, giving special 
consideration to the needs of area trade union workers and their families. The AFL- 
CIO has minimal direct involvement in projects after they have been selected; contri- 
butions conform to the requests of local unions and consist of medical and dental 
equipment, drugs, mobile clinics, medical supplies, and funds for construction or 
renovation of health facilities. Labor organkations provide educational seminars for 
trade unionists and their families on topics including basic health practices, family 
planning, matenial and child health care, and nutrition. They also have conducted 
continental and international seminars to disseminate information gained from the 
experiences of various health program efforts. 

Intemational health programs receive only limited funding from UJ, unions 
because they are not central to union objectives. Furthermore, since the health activ- 
ities of organized labor are limited to areas where unions already exist, they tend to 
take place in urban rather than in rural areas. Although US. labor union involve- 
ment in intemational health may be relatively small, labor's activities do display 
features which could Improve the effectiveness of more prominent contributors. For 
example, by relying on self-help policies, unions have avoided the necessity of pro- 
longing their Involvement in host-countty health projects. Moreover, much of orga- 
nized labor's success is attributable to use of a planning mechanism that accords 
priority to the wishes of the lowest level of organized workers, Local trade unions 
themselves initiate and implement the development of health propams. 

Universiities. The academic community has a continuing interest in international 
social and economic development. The role of U.S. universities in international 
health includes: education of U.S. health professionals and foreign students seeking 
careers in intemational health-related fields; provision of faculty seivices to foreign 
universities; and fbrmation of consortia for cooperative efforts with specific or 
broad objectives. The United States makes contracts with foreign schools, often 
through AID. US. universities assist in setting academic and research goals, transmit- 
ting administrative, curricular, and teaching methods, and training peisonneL NIH 
ffmts to U.S. medical schools for cooperative work with foreign Institutions provide 
support for the establishment of Intemational centers for medical and research 
training. 

There is growing conviction that medical and other health-related training for 
foreign students should be given close to, or In, the home county, since methods 
learned by foreign medical students at U J. schools may not be easily adaptable to 
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the problems and environment of their home countries. Another problem is the con- 
cern that many institutions share about the extent of supervision required to edu- 
cate U.S. health professionals either here or abroad and the difficulty in evaluating 
their gains in skill and knowledge. Yet another problem is the misgiving among US, 
faculty members that overseas work will occur at the cost of professional growth, 
tenure, or financial security; still, many of them do act as visiting professors abroad. 

With respect to funding, academics complain chat government-supported inter- 
national health research is difficult to obtain; available monies are allocated to only 
a few universities; project emphasis is too transitory (this year nutrition; the next, 
population); and the provisions of the Foreign Assistance Act specifically exclude 
universities. Short time limits on contract completion preclude program efficacy; 
academics argue for fund commitments of at least 5 years. 

Other issues warrant attention. For example, medical schools generally establish 
consortia of limited duration, to meet particular health project objectives. Currently, 
few such consortia exist. Some of them, like the now dormant health arm of the 
Midwestern Universities Consortium for International Activities (MUCIA), oper» 
ate through a formal corporate structure. Others, like Case Western's schistosomiasis 
project, function on an ad-hoc basis. 

Often U.S. Government grants to foreign universities have drawbacks. AID 
grants may reflect goals not relevant to host country needs; NIH grants are research- 
oriented and therefore may fail to address local health needs directly. 

Foundations. The pioneering role of philanthropies in international health is 
undisputed. New priorities are being established by foundations as more public 
funds are channeled into international health and as private foundations recognize 
that good health can be attained only through the resolution of complex factors and 
that delivery of health services requires local institutional structures for sustained, 
efficacious operation. Foundations, in contrast to goveriiments and multilateral in- 
ternational organizations, can act quickly and flexibly. 

According to the latest compendium of international philanthropy compiled by 
the Foundation Center (an organization which oversees all foundations), $71 million 
(or 7 percent) of total foundation expenditures in 1976 were directed to interna- 
tional purposes. Of these funds, less than $20 million went to health and welfare 
programs. Furthermore, seven U J. foundations (of 22,000) today account for 88 
percent of all grant making in the International arena. Only the Ford and Rocke- 
feller Foundations have had International programs with a focus beyond one geo- 
graphic area or issue. The Ford Foundation directed its resources to population and 
agriculture, while the resources of the Rockefeller Foundation are evenly divided 
between health and population, Kellogg Foundation efforts center on health care in 
Latin America; and the funds of the Edna McConnell Clark Foundation are reserved 
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for research in one disease, schistoiomiasis. TTie Population Council - with strong 
support from the Ford, Rockefellar, and Scaife funds - has been the intellectual 
leader in the population field during the last 20 years. 

Constrainti on foundation activities which are amenable to change by govern- 
ment initiative include: the need for institutional leadership in specific problem 
areas (at present, only population is not fragmented); the high costs which dlscour» 
age foundations with limited resources from getting individually involved in inter- 
national health; tax reform laws which have a chilling effect on international health 
work; and international liability laws which are poorly understood. 

ftofit-Making Organizations 

U.S. corporations engage in health-related activities such as construction, manu- 
facturing, and marketing of health facilitiei, supplies, and services; conducting re- 
search to improve technology and producti; providing health facilities, supplies, and 
services to employees and their dapendents in developing countries; and partici- 
pating in national or community health programs of the host country. 

The corporation (as a source of capital, technology, managerial skills, and em- 
ployment) raises wage levels and living standards and provides a tax base upon which 
the host country can build public programs such as those affecting health. 

The role of the U.S. coiporation in dealing with intemational health and social 
problems is being questioned, particularly with respect to the profit-making motive 
of corporate policy decisions. Corporations are increasingly aware of the need to 
reduce or prevent social, economic, or environmental difficulties arising from their 
activities in a climate of increased overseas nationalism and threat of expropriation. 

Developing countries encouraging co^orate operations view the corporation's 
role not only as profit making but as an investment in their economic and social 
development. However, effective cooperation between corporations and host coun- 
tries is hindered where there is latent or obvioui hostility toward the United States, 
resulting from the view of coi^orate operations as manifestations of economic 
imperialism and the most unpopular aspects of U.S. foreign policy. Recent growing 
nationalism is causing a mora active collaboration among governments, colorations, 
and private-sector organizations that are providing health care in developing 
countries. 
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Regommendatlons 

Wg believe the following measures would sigiiificantly contribute to private- 
sector involvement in international health: 

• Government support (direct or indirect) shouW be increased for effective 
grassroots PVO programs; 

• Government funding for such programs should be awarded with fewer restrictions 
and cumbersome procedures; 

• Labor unions should be encouraged to expand their involvement in international 
health, and their successes in self-help should be incorporated into other 
programs; 

• Universities should receive more funding, which should be directed to a wider 
number of universities and should be allocated for substantial periods: 

• Tax reform should be structured so as to avoid having a chilling effect on foun- 
dation activity in international health; 

• Government incentives should be adopted to encourage corporations to expand 
their activity in international health; 

• The U.S. Government should establish a National Endowment for International 
Health (including nutrition and family planning) to facilitate PVO activity and 
coordination. It would stimulate financial support and would provide technical 
and planning assistance for PVOs. It would be independent from any agency, 
and would be directly responsible to a private governing council of its own and 
to the President. 
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U J, health industries can play a greater role in International commerce and 
health. Health products and services - areas in which the United States has demon- 
strated a comparative trade advantage — appear to be underrepresented among UJ. 
exports. Consequently, our commercial health involvement should be guided by the 
following principles: 

• U J. resources should be fully marshalled to implement human rights policies 
abroad and especially to provide low-income countries with health assistance to 
the population most in need; 

• The American health industry should be encouraged to play a fuir and effective 
role in balancing overall international resource flows and implementing resources 
policy; 

• The effects of domestic health policy decisions on the international flow of re^ 
sources should be promptly analyzed and considered as decisions are made; 

• The health effects of international financial and commercial policies should be 
promptly analyzed and responsibly managed. 

Our investigation of the nature of the financial and commercial aspects of U.S. 
involvement in international health fbcused mainly on three areas: 

• Availability of financial resources for health improvement in developing 
countries; 

• Availability of health-related products and services through direct foreign invest- 
ment or for Import and export In international markets; 

• Assessment and implications of the health side-effects of products and services 
imported or exported by the United States, 

U.S. Government Financial Responsibility 

Current rovemment responsibility for financial and commercial aspects of inter- 
national health, in terms of cooi^ination, administration, regulation, and promotion 
of international commercial health activities, is distributed among five Cablnet-level 
departments and offices. 

The Treasury Department affects international health as a formulator of finan- 
cial, tax, and fiscal policies. But international health responsibilities are not assigned 
to any particular department or agency, and economic and financial mechanisms 
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currently used to manage domestic and international monetary systems tend to ig- 
nore iector-speciflc and product=specinc Interaction.^. The State Deoartment pro- ' 
vides economic policy direction to intemational commerce. International health 
concerns at the Department of Commerce focus on the direction and promotion of 
trade and commercial felations in health-associated products and services. The Agri- 
culture Department oversees a variety of health and health-related services as part of 
its responsibilities for marketing and nutrition. The Department of Health, Educa- 
tion, and Welfare (HEW), primarily through the Food and Drug Administration 
(FDA), executes a variety of regulatory and research functions in international 
health. FDA activities have a significant bearing on standards of health and safety. 
FDA sets standards for imported food, and has programs to assist foreign govern- 
ments in establishing systems for quality control of imports and exports. Finally, the 
Office of the Special Trade Representative negotiates and administers all trade agree- 
ments entered into by the United States, 

The U.S* Government should explore new and better ways to finance and chan- 
nel health assistance to developing countries. Policy related to commercial and finan- 
cial aspects of international health is subdivided among various agencies to the point 
where conflicts are bound to occur. The capacity of Federal agencies to respond to 
new commercial and financial health initiatives is weak; both personnel to address 
technical issues from a nnancial standpoint and adequate data for analyses are 
lacking. 

U.S. trade and development assistance should recognize that the developing 
countries desire broad changes in development assistance, involving revised terms of 
trade, increased concessionary assistance, and more Industrial production in their 
countries. The selection of appropriate financing channels should involve a commit- 
ment on the part of other countries to devote more attention to improved health 
care. The message is clear: We must collaborate with recipient countries, showing 
respect for their concerns and interests. 

Different financing mechanisms have, of course, differing impacts on the balance 
of payments and UJ. intemational trade. They imply various commitments by the 
U.S. Government for long-term financing, as wall as contalnmg several possibilities 
for the type, quality, and effectiveness of U.S. control over assistance. 

Bilateral and Multilateral Finanuial Assistance 
for International Health 

There are several U.S. Government channels used to finance health activities 
internationally. Bilateral assistance to developing countries in the health field is tied 
into the overall development assistance programs of each agency. Despite criticism 
of AID*s management, it remains first and foremost among bilateral donors lending 
speciflcally for primary health care. In addition, since AID lending is tied to the 
purchase of U.S. services and commodities, the U.S. balance of payments is aided as 
markets for our commercial goods and services are created in developing countries. 
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The two major Ghannels for multilateral health assistance are the U,N. agencies 
and the IFIs. The U.N, agencies are not recommended as major channels for finan- 
cial assistance, but should continue to be funded as technical assistance and coordi- 
nating agencies. Development assistance channeled through these agencies is not tied 
to purchase of U.S. goods and services. It is prudent to select those channels of for- 
eign assistance which do not have a negative input on the U.S. balance of payments. 

An increasing number of IFI projects contain health components. In these cases 
health has been interpreted as an integral part or by-product of a more general devel- 
opment strategy. We find that: 

• There have not been enough internal assessments of health activities by IFIs, nor 
have enough health professionals been seriously involved In program evaluation; 

• Infrastructure investments have significant bearing on the improvement of the 
environment and health, and should be more completely evaluated; 

• The United States snould urge the IFIs to reexamine their health strategies and 
should support IFI policies that direct a significant portion of IFI lending to 
basic human needs activities, eipecially to health services development. 

Nonprofit Organizations' Financial Responsibility for 
International Health 

Because of their innovativeness, their linkages with local citizens, their personal 
approaches, their past experiences^ and their commitment to the development pro- 
cess, nongovammental, nonprofit groups have a unique potential as resources for 
health assistance to developing countries. These organizations depend on host coun- 
try financing; philanthropic donations of money, goodSj and services; and in some 
cases, on U.S. Government support. Private contributions for public purposes In the 
United States have not kept pace with the economy or even with inflation. There- 
fore, we perceive the need for government to stimulate private financing and/or to 
provide direct support if the nonprofit institutional sector is to grow within the 
overall health assistance program. 

There is need for a mixed strategy for financing U.S. health assistance to devel- 
oping countries. Commercial, private, nonprofit, bilateral, and multilateral channels 
should all be explored and used. The immediate rate of increase should be in AID- 
funded health assistance and in the commercial sector* 

Commercial Involvement 

Commercial activities constitute the majority of all U.S. international health 
activities. TTiey are particularly applicable to so-called ^'graduate" countries = which 
have lost their eligibility for bilateral or multilateral concessionary assistance, and to 
countries combining high average per-capita Income and inadequate health services. 
Foreign financing can facilitate the transfer of health technology and sharing of 
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organizational and managerial abilities through joint U.S, and host countn^ invest- 
ment and through host country purchase of goods and iiirices. A itrengthened part= 
narship between government and the private sector in the distribution of semces, 
know-how, and equipment worldwide is desirable because it helps to promote the 
most efficient use of all available health resources, both in terms of costs and of 
numbers of individuals and societies aided. 

There are two major reasons for emphasizing such an approach. First, by virtue 
of the size of the U.S. market and U.S. industry's massive investments in research 
and development, as well as high U.S. industrial productivity^ the U.S. private health 
industry has developed an advantage in the production of health services and prod= 
ucts second to none in the world. TTie benefits, in terms of the availability of the 
nawast technologies and costs of equipment and sen^ices, are available for export 
throughout the world. Second, no matter how many resources the United States 
comniits to improving international health, U.S. Government efforts alone will not 
be enough to accomplish all our goals. Our government therefore must ration its 
support, CQncentrating its efforts in the poorest, least developed areas. We will have 
to raly on the resources of the private sector to aid the more developed of the less 
developed societies. 

Until now, the goal of improving international health has not figured in U.S. 
international economic policy; however, if we are to utilize the private sector as a 
channet for our international health policy objectives, then our international eco- 
nomic policy must reflect them as well. 

Health-related manufacturing activity contributes favorably to the U.S. balance 
of trade (a positive health^sector trade balance of SL44 billion in 1976) and ac- 
counts for significant aspects of technology transfer by U.S. industry. Ei^t percent 
of the total overseas sales of U.S.-based phafmaceutical firms are manufactured 
abroad, usually to avoid high protective tariffs and gain access to otherwise re- 
stricted markets. This establishment of overseas manufacturing affiliates encourages 
the export of U.S-produced ingredients and equipment, and benefits the host 
countries. 

Governjftient Stimuli to International Health Finance 
and Commerce 

There are various methods by which the U.S. Government could stimulate more 
private-sector involvement in health overseas: 

m It could provide a major economic developmental ^rvice by giving timely and 
accurate market information on health-related products. Industry people indi= 
cate a relative reluctance to enter fully Into international commerce; they cite a 
lack of familiarity with foreign lands. Since the major health market of the near 
future will be in developed countries, U.S. industry should be encouraged to 
expand health trade with Communist countries and memben of the Organi- 
zation of Petroleum Exporting Countries (OPEC); 
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• Other government progmnis can generate foreign markets for American prod- 
ucts. Foreign assistance should continue to require purchase of U.S. goods and 
services when a recipient host country needs Imports; 

• Most trade financing mechanisms could be improved by adopting more flexible 
policies. Numeroui financial barriers constrain American private overseas invest- 
ment in health care plans^ products, and programs; 

• Health investments are excellent forms of development and should be strongly 
promoted by the Overseas Private Investment Corporation (OPIC), OPIC is 
chartered to promote foreign investment by U.S. flrms in developing countries. 
OPIC provides loan guarantees to private lenders, direct lending, and Insurance 
to U.S. firms for investing in the health industry abroad; operates at no cost to 
the government; and provides an excellent vehicle for encouraging expanded 
trade; 

• The Export-Import Bank should significantly increa^ its efforts to provide in» 
centives to health exports. The Export-Import Bank also plays a major role in 
providing financial incentives to encourage commerce: FY 1 976 expenditures 
were $36 J million in loans, insurance, and guarantees for exporters of UJ, 
biomedical equipment, supplies^ and health-facility construction materials. 

The Need for Caution 

Before rapidly increasing conimercial involvement in health in developing coun- 
tries, however, we need to exercise caution. There is a certain amount of domestic 
and overseas public controversy concerning the involvement of U.S. health-related 
industries In foreign countries. In some instances, the sheer size of U.S, health prod- 
uct trade and investment levels is perceived by foreign leaders as politically and eco- 
nomically threatening, subjecting their countries to a dependence on foreign sources 
of supply and limiting opportunities for local industrial expansion. In other situa- 
tions, more subtle and complex problems arise from the way products are manu- 
factured, t.'ansported, advertised, sold, and used in overseas settings. 

Several issues crucial to the growth of markets in health-related industries over- 
seas are currently being debated by foreign governments and the U J. health indus- 
tries. These governments often have strict price controls on drugs marketed by 
multinational companies; this practice alleiedly prevents pharmaceutical manufac- 
turers from developing drugs for the treatment of diseases common in developing 
countries. Patent systems are also a point of contention. Manufacturers argue that 
compulsory licensing would inhibit research. Consumer advocates maintain that such 
licensing is desirable in developing countries to decrease prices and increase disper- 
sion of health-related goods. Controls of raw material supplies necessary for drug 
production may become more important. 

Another issue concerns multinational companies and the location of their pro- 
duction sites in a country that deemphasizes the occupational health and safety of 
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workers. Thus the United States may export dangerous jobs. Equity demands that 
internatioiial standards and work practices for occupational safety and health be 
established. 

The health effects of economic activity, whether direct (by pollution of drinking 
water or the export of hazardous substances) or indirect (by propagation of disease 
vectors), must also be considered. The merits of avoiding certain extremes of indus- 
trial pollution as found In the United States should not be ignored, and measures 
should be taken to promote cooperative international standards in this area. 

Principles for U.S. Encouragement of Commercial Development 

All U.S. Government activity to stimulate international health commerce should 
be complemented by efforts to ensure that these activities appropriately ser^e the 
basic health needs of the recipient population. Product labeling and marketing, the 
appropriataness of certain levels of technology, and the health and environmental 
effects of intemational trade all require further investigation. Through its interna* 
tional health programs, the U.S. Government should support the use of appropriate 
health practices and require industries to adhere to self-regulating codes. 

With respect to product safety, the U.S. Government should examine policies 
which impose domestic criteria for health product acceptability on foreign countries 
by prohibiting import of products which do not meet domestic standards. Interna- 
tional licensing standards for drugs should be established. Finally, a major analytic 
program financed by the Federal Government should be developed to explore the 
health side-effects of economic activity in an intemational trade system. 
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Chapter 6^ U<S, Risearch and International Htilth 

. **Health research/' as we refer to it in this report, consists of basic and applied 
laboratory and socioeconomic studies^ studies to discover or establish facts or prin- 
ciplas, and pilot experiments to establish how some technique or knowledge could 
be used in practice. Wa examined health research conducted by both govaniment 
and private-sector groups in the United States, as well as cooperative haalth research 
efforts between the United States and other countries. 

We believe health research should emphasize certain basic elements: 

• Health care needs common to countries which do not have the resources to meat 
their needs; 

• Enhancement of the ability of developing countries to handle their own health 
and related research and financing problems; 

^ Maintenance of a balance between pure research and its applications; 

• Transfer of existing knowledge; 

• Representation of both UJ. and fnreign'^country views and perspectives. 

U.S. Government International Health Research 

Government agencies funded about Si 06 million in mternatlonal health research 
in FY 1977, out of S3. 3 billion on all health research. Of the $106 million, nearly 
$92 million supported research on problems pertaining to developing nations 
(chiefly population and tropical disease researchX The United States supports most 
of the tropical disease research in developing countries by maintaining several labora- 
tories abroad. 

Legislative authority for research by AID, HEW. and DOD is permissive at best 
and not a positive stimulus. Some authorizations have departed from their original 
scope, thus bringing about the curtailment of research. Research may be supported 
through grants, contracts, fellowships, and intramural staffti different rnechanisms 
being favored by different agencies. Budgeting constraints operating on biomedical 
research in general have prevented funding of many high-quality research proposals 
that had won agency approvaL In addition, mistaken assumptions about possible 
duplication of effort have led to more stringent budgets. Appropriation committees^ 
for example, have recently cut funds for tropical disease research. Insufflclent funds 
are also leading toward a manpower shortage in international health research. 

Mechinisms for Priority Setting, Coordination, and Review of Research Efforts 

Most Federal agencies estabUsh their own priorities for research through Intra- 
mural staffs and consultations with extramural experts in the given field. Conpess 
may, at its discretion, mandate greater emphasis on a particular disease. Depending 
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on the funding, varying agency factori influence the setting of priorities: DOD 
focusas only on problems posing threats to militaiy servicemen; NIH concentrates 
on opportunities to Increase knowledge in areas of pathogenesis, diagnosis, treat- 
ment, and prevention of disease. AID's research is more sensitive to politicar consid- 
erations and is designed to be an integral part of developmental assistance. 

Aside from a Global Epidemiology Working Group, no fomial mechanisms pres- 
ently exist for coordinating research among government agencies, although there are 
informal channels of communication among researchers. 

Cooperation With the World Health Organization 

Givm the inadequacy of U.S. agency efforts, the WHO special program for Re- 
search and Training in Tropical Diseases (TDR), and the Expanded Program on 
Immunization (EPI) provide unique opportunities for U.S. collaboration in inter- 
national health. About S23.6 million was obligated in FY 1977 by U.S. agencies to 
research gemiane to the TDR prop-am, and the U.S. Aimy conducts the largest anti- 
maJarial drug program in the v^orld. Only two institutions in the worid are cun-ently 
able to grow and supply investigators with leprosy bacilli and both of these are in 
the United States. The TDR leprosy program depends on these laboratories. AID 
and Center for Disease Control (CDC) information gleaned from a 5-year experience 
with combined measles-smallpox vaccination in West Africa would be a valuable 
contribution to the global EPI prograjn. 

U.S. Pharmaceutical Industry Research 

TTie U.S. pharmaceutical industry constitutes a major research resource for the 
developmant of drugs, vaccines, and pesticides used in developing countries. Private 
flrms spent $ 144 million in 1975 for research in foreign countries on human use of 
pharmaceuticals; over $1 million was budgeted for research and development. Unfor- 
tunately, private industry investments in these areas, customarily covered by sales, 
cannot be recouped in developing nations and the current U.S. market for such 
items is small. Increased concem in the United States about FDA regulations for 
marketing of drugs tested abroad and company liability for defective vaccines have 
provided disincentives to testing and developing new products. Business cites such 
problems as unfavorable conditions for marketing and investment in developing 
countries, together with frequent underutilization of existing vaccines and drugs in 
those countries. 

Health Care Delivery Services 

Conceptual and operational problems of health services research are formidable, 
since developed country models are largely inappropriate to the cultural and eco- 
nomic conditions of low-income countries; extensive research and development 
efforts are required to meet their unique requirements. 
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RKomniendations 

We recommend the following actions with respect to health research: 

9 Th@ United States should adopt an overall administrative and program strategy 
for cooperation with other countries In international health research, supporting 
both long-term basic research and applied research. This strategy should empha= 
size development and transfer of methods and technology that can be sustained 
in developing countries; 

• Programs should be coordinated between agencies, though present methods of 
sharing effort ate valuable. Specific legiilative authority should be developed to 
upgrade the existing Fogarty International Center at NIH, making It a more visi- 
ble focus as a center for the development of International health policy. Clear 
program priorities should be set, taking into account impact and potential for 
further research possibilltiei. Programs should focus on such areas as rural pri- 
mary health care, health planning and management^ the developmant of simpli- 
fied epidemiological techniques to identify and alleviate malnutrition and its 
causes* development .and use of vaccines, prevention and cure of bllndriessj im- 
provement of water lupplies and waste disposal, and birth control. Once estab- 
lisheds these programs should be carefully monitored; 

• The United States should provide increased funds to train more researchers and 
should expand its foreign research programs and facilities, in cooperation with 
existing foreign programs; 

• L«|islation should be sought to make Federal agency authority more specific 
and positive, and to foster greater pharmaceutical Industry Involvement in inter- 
nationa] health research. 
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Chapter 7: Development and Supporting Assiitance 

Foreign assistance in diverse forms has been a major aspect of U.S. foreign policy 
for decades. The Foreign Assistance Act of 1973 eniphasized aiding the poor major- 
ity in developing countries by focusing on food and nutrition, population and 
health, and education and human resources development. The draft of the Foreign 
Assistance Act of 1 978 suggests a dcvelapniental strategy emphasizing growth and 
coordination of ''basic human needs" policy with U.S. human riglits policy, includ- 
ing "biological needs.'' Improving health, like fostering more general developnient, 
requires simultaneous coordinated policies afrecting many of the social and eco- 
nomic conditions of a nation, Health is both an objective of, and a contributory 
element to, development. 

Basic health needs are defined as physical and psychological needs including: 
1 ) reduction of disability and discomfort from mental and physical disease; 2) reduc- 
tion of malnutrition and its adverse consequences; 3) care for the suffering; 4) niodi» 
fication of childbearing patterns according to the needs of the family and 
community and to promote the better health of women; and 5) protection from 
injury and disabiJity resulting from accidents and disaster. As our perception of the 
interrelationship between health, nutrition^ population, and development deepens, 
we must expand our developmental assistance programs to make them more effective. 

Goals and Objectives of Health Assistance 

Within the next decade, the cycle of poverty, underdevelopment, and poor 
health will not easily be broken. We believe, however, that if the low-income coun- 
tries can sustain a major effort with continuing essential government commitment 
and increasing resources, and if donors cooperate, the following achievements In 
health may be possible within 10 years: 

• Increase life expectancy by 5-10 years per decade for those countries with aver- 
age life expectancy of less than 60 years; 

• Reduce infant mortality by 5-10 deaths per 1000 live births per year for coun- 
tries with infant mortality above 50 per 1000 live births; 

• Decrease the death rate in children ages 1-4 by 1-3 deaths per 1000 children per 
year in countries with mortality above 6 deaths per 1000 children; 

• Decrease the birth rate by 1 live birth per 1000 population per year for countries 
with crude birth rates over 25 per 1000 population. 

Rapid improvements in health require concerted efforts on an international 
scale. The following specific service delivery targets are illustrative of those poten- 
tially attainable by countries which are willing to make the necessary commitment 
and which are interested in collaboration with donors: 
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• Extension of basic health services to at least 60 percent of the population by 
1985; 

• Expansion of programs for the control of major communicable diseases for 
which effective, affordable technology now exists (immunization for 80 percent 
of preschool children in each country); 

• Availability of family planning services that are affordable and geographically 
accessible to everyone by 1990; 

• Provision of household connections to water services to 80 percent of the urban 
population in each interested country by 1990; 

• Quicks effective response to disasters and epidernics on national and interna- 
tional bases. 

Goals for nutrition are difficult to set. Ideally, targets for adequate calorie and 
protein availability and consumption should be specified. 

Ganeral Program Policiei and Procedures 

Wherever possible, efforts to aid low-incoirie countries should be directed at 
making them self-sufficient to deal with their own health needs, Priiiciples of health 
assistance should include development of indigenous capacity of the host country, 
selection of approaches appropriate to specific conditions of the location in which 
services are to be deliveredj promotion of health services that are replicable and 
affordable when extended to the entire population, recommendation of '*front^nd 
loading*' programs, selecting of propams rooted in villages and in the poorest urban 
nei^borhoods, and concentration of activity to benefit the very poor. Many low- 
income countries have not achieved continuity in developmental programs. The 
United States can encourage continuity by developing programs with 5-10 year 
periods of support. 

Current Programs and Health Assistance 

Experience has indicated that the benefits of gains in development and health do 
not accrue automatically to the poor. A world consensus is developing that programs 
must be designed explicitly and demonstrably to help meet basic human needs of 
the poor majority in low-Income countries. Although the United States has been a 
major contributor of foreign assistance, the last decade has witnessed a consistent 
reduction in the proportion of GNP devoted to foreign assistance. Recent policy 
statements by President Carter and Secretary of State Vance mdicatea tnat in the 
near future the United States would increase the proportion of GNP allocated to 
iiiternational assistance. 
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Promoting Action in All Areas of Developmental Assistance 

Health Planning, Health and socioeconomic develop iiient are closely linked. All 
nations would gain from development policies that provide maximuni benefit to 
health, and that not only satisfy health needs, but also contribute to development. 
The United States shcjuld offer a health planning capacity to developing countries so 
that they may establish and implenient such policies. 

Health Systems Development, Health-segtor assistance must foster the institu- 
tionalii^ing of health service delivery systems in low-incorne countrieSj balancing the 
investments in different levels of services and skills according to the specific situa- 
tion and values of the host country. This concept should not be oversimplified, nor 
should the critical iniportance of the relatively few highly skilled workers and higli 
technology aspects be underestimated. The United States should direct its agencies 
to collaborate with countries wishlrig to establish coinprehensive health services de- 
livery systems. Areas for concentration include improving understanding of local 
needs and existing technology, increasini human and other health system resources, 
and strengthening organizational and managerial capacities. 

Nutrition. Certain interventions bearing on malnutrition problems are an integral 
part of any health strategy. Highest-priority initiatives of this type are: 1) Identifica'^ 
tion and follow-up of children at risk; 2) Interventions designed to redtjce iron- 
deficiency anemia and vitamin A deficiency; and 3) emphasis on the role of women 
in improving family nutrition. 

We must also consider the nutrition of workers in terms of their contribution to 
socioeconomic development, but we should direct nutrition programs primarily to 
those countries in which populations are severely malnourished. IJ.S. agencies such 
as AID and the Peace Corps should einphasize in their programs developrnent of 
self-sufficiency as a means of preventing malnutrition. 

Family Planning. Population has become an increasingly important subject area 
within the overall foreign assistance program, in terms of both budget and itnpact. 
We recommend that this trend continue, but with increased attention to integrating 
family planning programs with the overall health delivery system. Sensitivity of the 
population and family planning issues in many countries must be recognized and 
accommodated. 

Funding tor population activities^ while generally greatest in the largest coun- 
tries, should vary with the severity of population problenis. Biomedical research 
should continue to emphasize applicability to low-income countries. ATD should 
actively promote family planning programs in the private sector in developing coun- 
tries, and U.S. representatives to multilateral agencies should advocate similar 
policies, 
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Environmental Sanitation, An abundance of potable household water is a pre- 
requisite tor personal and family hygiene. Primary responsibility for fiJiancial assis- 
tance to developing countries for construction of urban aqueducts and sewerage has 
been assigned to IFIs, particularly the World Bank, AID should increase financing 
for niral environmental sanitation projects; DOD should emphasize these projects in 
civic action progranis in developing countries; and the Peace Corps should expand 
use of its volunteers in training managerial personnel for development, maintenance, 
and operation of rural environmental sanitation facilities and provide volunteers for 
such functions until host country nationals can be trained. Increased priority should 
be given to rural sanitation progranis where they can be coordinated with health 
services delivery systems. 

CorTintunicable Disease Control Recent resolutions of the World Health Assem- 
bly stress the vital importance of iiicreasiJig imniuniEation services. Cooperation 
beiween AID, HEW (CDC), and the Peace Corps Is strongly encouraged for develop- 
ment In low-income countries of self-sufficiency to implenienfc immunization prO" 
grams. International organizations should be encouraged to cooperate in a continuing 
and expanding effort to control tropical diseases. In support of these goals, a stronger 
international system of epidemiological siirveillance will be required. 

Medical Disaster Relief. Disaster relief in developing countries should be inte* 
grated into long-term programs of developrrient assistance, often taking the form of 
major infrastructure reconstruction projects. Fuller utilization should be made of 
the resources of the government, including continued and expanded participation of 
DOD, HEW, NASA, the National Science Foundation (NSF), the Environmental 
Protection Agency (EPA), and other agencies that have special capacities In this area. 
We must ensure, however, that services are suitable to the cultural milieu and social 
organization of a country. We would also direct attention to coordination between 
governnfient- and private-sector efforts to ensure that a full range of resources is 
distributed according to needs and not inappropriately clustered in areas of rela- 
tively easy access. 

Constraints to Prograni Implementation 

International health assistance programs are limited by constraints in various 
areas. International health assistance policy varies among U.S. Government agencies 
and in nongovemment organizations such as the IFIs, We should carefully reexamine 
current government policies, seek to establish a govemmentwide basis for such poli- 
cies, and encourage nongovernmental organizations to reeKamirie the appropriate^ 
ness of their policies. Authority for interiiatlonal assistance is clear and generally 
adequate in AID and Peace Corps. In other agencies, however, particularly CDC, the 
Health Services Administration (HSA), and the Health Resources Administration 
(HRA), authority for more direct collaboration would be fnjitful. 

Relieving other constraints to program implementation will require better infor- 
mation sharing procedures, functionally based budget sunfmariesi and iinproved 
management systems and staffing for international health assistance programs. 
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Finally, the U.S. public should be provided vvith a greater understanding of our goals 
and programs with respect to international health so that they can more effectively 
express their concerns. 

Recorfimandationi 

The United States should call for a coordinated policy for internatiDnal health- 
sector development from the international community. We recQmniend a 10-year 
prajrani for the 1980s Involving increased support for health from donor nations 
and multilateral agencies, and increased dedication to basic human needs by low- 
income countries. 

The United States can Uenionstrate its leadership in health-sector development 

by: 

• Creating foreign-based research and training centers to Increase the capacity of 
jovernnienls to meet their own health needs. We should advocate and seek the 
participation of appropriate multilateral organizations to which we belong. Two 
initial subject areas for such centers are health planning and integrated health 
systems development; 

• Conducting a specific study to determine how best to provide incentives and 
eliminate disincentives for health industries to invest in countries needing health 
goods and ^rvlces; 

i Improving technical assistance In health. This should be accomplished by: 

- Strengthening the coordination of VS. efforts in international health with 
those of the U.N. agencies; 

- Increasing and upgrading AID and Peace Corps professional staff involved in 
developing, managing, and evaluating health and health-related programs; 

- Mobilizing the technical capacity of the Public Health Service (PHS) to pro- 
vide assistance to developing countries through the foreign assistance prograni, a 
first step being to include them in the Development Coordinating Committee; 

- Encouraging developing countries and U J,-based multilateral firms in health- 
related industries to facilitate the transferor commercial health technology; 

- Including health technology in the charter of the Appropriate Technology 
Instittite; 

- Enhuncing the role of research and developmc U.S, health assistance to 
developing countries. 
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Chapter 8: Health Manpower for International Health Programs 

Health manpower problems hinder the development of health services through- 
out the world. Proper training and use of rnanpower can be the most effective way 
of achieving health delivery systenis resporisive to national needs. 

The intemational health manpower pool includes all foreign nationals working in 
foreign health systems and any person ingaied in health-related activities that in- 
volve more than one country. These individuals perform preventive and curative 
activities, and participate in work conriected with population and nutrition con- 
cerns, as well as control of the environinent. 

International health manpower training embraces any activity to develop and 
maintain competent personnel for international health-related lOTices, including 
provision of basic, advanced^ or specialiEed skills in degree or certiflcation programs, 
on-the-job training programSj training e>cchange programs, and continuing education, 
In this chapter, we examine U.S. Govemnient use and training of intemational 
health manpower, migration and maldiitribution of such manpower, and health 
manpower needs worldwide. We also include recommendations for a comprehensive 
U.S, intemational health manpower policy, 

U.S. Use and Training of International Health Manpower 

The U.S, Government presently employs over 2,000 full-time equivalent person- 
nel in its major agencies engaged in intemational health activities. It trains 2,000 
foreign health professionali representing 75 pTOjects in at least 37 foreipi countries^ 
and annually assigns at least 100 expert consultants in international health. Agencies 
involved in these activities include the Peace Corps, AID, HEW, and DOD. A lack of 
coordinated activity among a|enciei impedes the effectiveness of health efforts in 
the International areiia. 

U.S. Schools and International Health Manpower 

Despite great interest in the United States and abroad in involving U J. health 
professions schools In Intefnational activities, there is no current systematic effort to 
assess the existing international involvenient of these schools. Most American medi- 
cal, dentalj and public health schools have agreements with foreign countries and 
many offer courses relevant to intemational health. Yet there is no single, direct 
entry point at whicli schools can introduce Initiatives for involvements in interna^ 
tional health. 

Health Manpower Migration and U.S. Supply 

Between 1965 and 1975, 45^765 alien physicians came to practice in the U.S. 
health system; over 61 percent of these came from developing nations. Since I969j 
8,000 persons designated **nurses'' have entered the United States annually, Thus, 
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the most well-endowed nation on earth in terms of healtli manpower is receiving 
international health assistance from nations little able to spare the manpower. In 
1976, Congress passed PX. 94-484, the Health Professions Educational Assistance 
Act, requiring foreign medical graduates to pass technical and language eKamSs and 
to make a commitment to return to their own countries following completion of 
their programs of study in the United States. 

The Bureau of Health Manpower estimates that this and related changes will 
reduce the number of foreign-trained physicians entering this country to about one- 
quarter of current levels. 

International Health Manpower Resources 

We think it likely that health-manpower-population ratios in developing coun- 
tries cannot be substantially improved by the end of the century for several reasons: 
1 ) the scarcity in developing countries of persons having primary and secondary 
education; 2) the duration of professional studies; 3) high costs of training; 4) brain 
drain; and 5) budgets insufficient to pay health manpower salaries. In developed 
countries, 1 physician per 1 000 persons is the norm; the majority of developing na- 
tions have less than 1 physician for every 10,000 persons, and 1 0 countries have 1 
physician for every 50^000 persons. 

Health Care Delivery Systems 

The most critical need of the devaloping world's rural population, as we perceive 
It, is for simple, primary and preventive health care, environmental sanitation, and 
proper nutrition. Less skilled personnel can and should treat most illness in develop- 
ing countries. Indigenous health providers should be thought of as a potential re- 
source rather than an obstacle to health care delivery in developing countries. A 
three-tiered system involving community health workers, mid-level health workers 
and health professionals staffing rural health centers and hospitals, with highly 
skilled specialists staffing state or national hospitals in urban or provincial capitals, 
would afford feasible, accessible health care to most of the world's population in 
developing countries. Recent WHO and United Nations Children's Fund (UNICEF) 
studies, however, indicate that close working relationships do not usually exist be- 
tween health, education, and overall government poHcy development systems. Most 
countries, we have found, appear to produce health personnel who do not directly 
relate to the most pressing needs of a given country. 

U.S. Policy and International Health Manpower 

We believe the U=S. Govemment should have an explicit, evolving policy on 
international health manpower which communicates the commitment of the United 
States as a nation. This comprehensive policy should address the areas of U.S. assis- 
tance to other countries, domestic health resources immip'ation policy^ exchange 
programs, and a national propam for International health. 
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Recommendationi 

We support the following reconiniendations about health manpower and interna- 
tional health: 

• U.S. training assisionce to other nations should be geared to helping them de- 
velop their own resources to meet their domestic and international manpower 
needs. Our assistance should also foster self-sufficiency in health research and 
training; local training programs are rare in many developing countries; 

• Training should occur at all levels of health services, with emphasis on health 
planning and policy making and on epidemiology* Training should take place on 
location whenever possible, especially in rural areas, and health personnel should 
be trained to work within the context of local culture. The ability to understand 
and work with, rather than agairist, local beliefs and practices should be as im- 
portant as technical expertise in selecting personnel. U.S. health workers abroad 
should be phased out as soon as they can be replaced by local workers; 

• Foreign medical personnel should be given no further encouragement to practice 
in this country on a long-term basis since America is now producing enough 
health workers to fulfill its own needs; but exchanie progranis for specific periods 
of research and training should continue to be encouraged. A program of Presi- 
dential exchange scholars would help American health personnel become students 
of international health problems rather than skilled exporters of American solu- 
tions to foreign problems; 

* The U.S. Government should serve as a clearinghouse for information and as a 
placement center for U.S. citizens, schools, and organizations interested in work- 
ing on international health: 

* The government's own health employees should develop broader experience by 
rotating within governmental health organizations and also working in the health 
institutions of foreign governments or foreign private concerns; 

# American government agencies involved in international health should maintain 
a balance of international health generalisti and technical specialists, and should 
avoid the frequent imbalances which now exist; 

# Internatfonal health policies and programs, with all considerations related to 
manpower, should be reviewed and monitored on a governmentwide basis, with 
advice from outside sources: 

• The reservoir of American expertise in international health should be tapped. 
The government can do this by establishing international health as a priority, 
providing a focus in government to carry out this priority, staffing agencies with 
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trained and motivated personiiel, and providing adequate funding to permit goV' 
ernment, universities, and other private-sector organizations to work together 
toward a strong health manpower program; 

The United States should establish a program for Presidential Scholars in Global 
Health. Twenty Associate Scholars, at early stages of their careers, would be 
selected to study problems of implementing change in intemational health. Four 
Senior Scholars would prepare papers on contemporary problems; they would 
work and lecture at NIH, and be based at the Fogarty International Center; 

The United States should also establish an International Health Service Corps, 
building on the Peace Corps and on ACTION. The National Health Service Corps 
could double the number of Public Health Service Scholarships awarded an- 
nually, and allow 1 50 to 250 students (a number equal to the increase) to satisfy 
their scholarship payback requirements by serving in the International Health 
Service Corps. 
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Foundations for U.S. International Health Policy 

''I reaffirm to the Ministers of Health and to the nations you represent my belief 
in the basic right of every human being to enjoy the highest attainable standard of 
health. No one nation can arhieve this goal by itself But by working together, we 
can continue to improve the standards of health and nutrition for people in all na- 
tions. My nation will do its part to support effective health and nutrition programs 
around the world. 

— Jimmy Carter 

Special Message to the Ministers of Health of the Americas 
September 26, 1977 



The United States has a long-standing and continuing commitment to the en- 
hancement of world health. While present U.S. international health involvement is 
mandated by a multitude of international treaty obligations and U,S, legislative au- 
thorities, the underlying rationale for our interjiational health policies lies in the 
recognition of the fundamental human right of all people to enjoy the highest attain- 
able standard of health. This report is a manifestation of that commitment and a 
first step toward a stronger partnership v/ith all nations to improve the health and 
Well-being of all people. 

The people of the United States have long supported the improvement of health 
care throughout the world, A recent survey (Laudicina, 19751 demonstrates that 
American support for continumg our health assistance to other countries remains 
strong. The survey found that ^'Americans overwhelmingly prefer medical assistance 
for the people of the developing world as a fonti of foreign aid'* and favor a redistri- 
bution of aid '"SO that most would go to helping the poor in other parts of the 
world" (Laudicina, 1975). The U.S. Congress has supported U.S. development assis- 
tance guided by its "*new directions" foreign aid legislation to benefit the one billion 
poorest people in the world. 

In recent years great scientific and teGhnological strides in health have been 
made throughout the world. Yet despite many notable medical breakthroughs, gen- 
erally high standards of health for all people have yet to be realized. Aggravated by 
problems of high population growth rates, the health status of literally hundreds of 
millions is left wanting for lack of adequate nutrition, clean water, and the most 
basic health semces. This situation, which has contributed to a multitude of world- 
wide political, social, and economic problems In the 20th century, cannot and must 
not be ignored. Accordingly, we believe the United States, in cooperation with the 
nations of the world, must reexamine past lessons and develop a global health policy 
and strategy which meets the needs of both the developed and developing countries 
of the world, 
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All nations recognize that their own health and the health of others depend on 
greater collaboration among nations to improve human well-being. Until recently the 
United States has primarily concentrated its international health effort! on develop- 
ment assistance activities and scientific cooperation and exchange. Furthemiore, in 
many areas private-sector involvement in international health has declined from pre- 
vious levels. 

The result has been that fewer opportunities are available for international 
health initiatives than might have been if: (1) international health had had a more 
direct relation to other areas of V S. concern, namely, international relations, inter- 
national commerce and trade, and U J. domestic health policy; and (2) the U.S. 
Government had fostered a broader role for the private sector in international health 
activities. 

Clean water, adequate amounts of nutritious food, moderate family size, and 
primary and preventive health services constitute the basic means to attain good 
health. The term 'Mnternational health'' will be used generically throughout this 
report to refer to activities related to the provision of these means. Such activity will 
be considered "internationar' if more than one countiy is involved or if a country Is 
engaged in health iervices primarily for the benefit of people in another country. 

U.S. relations with other countries are becoming more sensitive to human rights 
and needs. Therefore, health must be considered more directly in the fomulation 
and conduct of our international relations — both in terms of providing expanded 
opportunities to improve health globally and in terms of avoiding international 
activities which may worsen health globally. Regardless of ideology, health is a 
common concern of all people no matter where they live. It also constitutes a pro- 
found channel of communication which often remains open when others may be 
closed. Thus, it is apparent that U.S. international relations activities provide an 
effective means through which to expand the humanitarian impact of our inter- 
national health efforts. 

U,:^. policies on commerce and trade with other nations also hold great potential 
for improving the effectiveness of our international health activity. For example, 
balance of payments policies affect the selection of financing mechanismi for over- 
seas health activities. Trade policies influence international commerce by private 
industry in the health sector as well as other areas of international trade which may 
affect health. ThuSj U.S. international health activities could be advanced if our 
inCemational commerce and trade policies gave more direct consideration to inter- 
national health goals. 

No U.S. international health policy will be credible to other countries or accept- 
able to the people of the United States, if it is not consistent with strategies to 
improve health within the United States. For this reason, there should be a close rela= 
tionship between our domestic health goals and our international health policy. The 
United States should accept no lesser goal than full protection of the health of its 
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own citizens. Our international health strategy, therefore, must include international 
health agtivities unUcrtaken to protect and improve the health of U.S, citizens. 

The VS. private sector, whose current involvenient in international health 
already exceeds that of the Federal Government, possesses unique resources and 
knowledge valuable to world health needs. Much of this knowledge reside.s in U.S. 
educational institutions. Much of the talent for putting this knowledge to work in 
other countries resides in numerous private and voluntary organizations (particularly 
those that work at the grassroots level), and in various private organizations and 
corporations (especially those with sigriincant international trade in the health sec- 
tor). In order to better use this knowledge and talent, the U.S. Government should 
facilitate a greater role in international health for members of the private sector who 
are now or who potentially could be effective participants in international health 
activities. 

U.S. international health policy, therefore, must recognize the full potential 
both within and outside of government for increasing the humanitarian effect of our 
international health activities. In this regard, liealth activitieg integrated with devel- 
opment assistance and associated with research and scientific exchange will continue 
to play an important role in our international health efforts. However, greater aware- 
ness of the relationship between internutional health and international relations, 
corTimerce and trade, health of U.S, citizens, and an expanded role for th^? private 
sector will lead to an enlarged base from which to achieve the humanitarian goals 
we seek. It is also true that greater consideration of International health by those 
responsible for these various areas can benefit their distinct interests, whether social, 
economic, or political, as well as the specific interests of internatlonaJ health- 

Tliis report analyzes the relationships that exist between these areas and world 
health, 

Th© World Health Situation 

There exists a wide diversity of health patterns throughout the world, Tlie aver- 
age lite expectancy at birth ranges from 75 years in Scandinavia to 42 years in Cen- 
tral Africa, Infant mortality per 1000 births ranges from 8 in Sweden to 175 in 
Western Africa, Disease incidence and prevalence vary greatly from one region of the 
world to another. 

This wide range of health conditions is the result of variances in social, demo- 
graphic, economic, and climatic conditions between nations and regions. An under- 
standing of why these differences exist is cnicial to the development of international 
health strategies. 

We are living in the midst of a centuries-long process of demographic transition. 
Population has grown explosively in the world since 1 705 as a result of a decline in 
death rates fostered in part by advances in medical science. Birth rates have also 
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declined, but only after a considerable lag and not In every nation. The demographic 
transition is largely h'nked with socioeconomic development and took place first in 
the developed countries. These countries have now nearly established a balance 
between birth and death rates. Developing countries^ however^ show a wide range of 
social patterns: Some have health and fertility patterns like Europe and North 
America; others have significantly better health but unchanged birth patterns; and 
many are stUl in the early stages of improving health status. 

The demop'aphic transition is reflected in the age structure of the population. 
The developed countries now have populations of relatively unifonn age distri- 
butions, and the next quarter century will see a sipiificant increase in the proportion 
of til ir populations over age 65. In comparison^ the developing countries have a 
high proportion of children (more than 50 percent under the age of 15 in many 
countries) and few elderly persons. 

The improvement in health among children is the most notable aspect of the 
demographic transition in the developing world, Improvenients in nutrition and 
reductions in communicable disease effected by development are most visible in the 
health of childfen. Heart disease, cancerj stroke^ and degenerative diseases which 
afflict older people most frequently have been less vulnerable to medical process; 
some may actually be made more prevalent by socioeconomic development. TTiere- 
fore, in poor countries, the youthful structura of the population, compounded with 
the high prevalence of diseases specifically affecting children^ creates a characteristic 
pattern of morbidity. In developed countries, the increasing proportion of older 
people and the low prevalence of children"s diseases create a radically different 
pattern. 

The divergent patterns of health status between developed and developing coun» 
tries are also accentuated by climatic conditions. The developed countries of the 
world are largely in temperate climatic zones; the developing countries are largely 
tropicah Therefore, the parasitic and vector-borne diseases of tropical areas affect 
developing countries far more than developed ones. 

Economic conditions and health status appear to vary in direct relationHliip with 
each other. Although observers of economic development differ in their predictions, 
many foresee a continued modest rate of growth of per capita gross domestic prod- 
uct in the developed countries, the absence of environmental catastrophes, and con- 
tinued improvement in health science and medical technology. If these projections 
are correct, health should continue to improve in the United States, with similar 
Lmprovement occurring in other developed countries. 

In the developing world, the health situation at the end of this century will be 
affected by average economic growth and the distribution of that powth. Experi- 
ence in these countries over the last decades has shown that high a^regate powth 
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may accompany increasing poverty, mortality, and ill health. Thus, even with eco- 
nomic development, continuing inequity in distribution of income in developing 
countries will prolong the disparity in health status and health resources between 
developed arid developing countries. 

This international diversity of health and health service patterns affects interna- 
tional health strategy for the United States. Our relationships with developed coun- 
tries will most likely emphasize shared interesti in similar demographic, health, and 
health resource patterns. With developing countries, our rejationships will emphasize 
humanitarian concerns through collaborative efforts to help them solve their priority 
health problems. 

U.S. Involvamint In International Ht alth 

There has bean a long history of mutual cooperation between the United States 
and the other nations of the world to improve health conditions. Since the ISOOs, 
the United States has recognized that the maintenance and improvement of our 
health anc well-being depend upon close cooperation with other nations. In 185 1 , 
for exaniple, we participated in the '*First International Conference on Quarantina," 
a historic event in tha continuing search for meanj to protect and improve health. In 
1902 the Pan Amarigan Sanitary Bureau, now known as the Pan American Health 
Organization (PAHO), was established as an integral part of the Inter-American 
^item. 

Following the founding of the League of Nations after World War I, the newly 
established Health Organization of the League laid the foundation for and contrib- 
uted greatly to the improvement of health worldwide. Moreover, its organizational 
experiance furnished the basis for the present World Health Organization (WHO), 

Governniantal moves toward formal international cooperation in health protec- 
tion were accompanied by rapid powth of medical knowledge. At the same time, 
improvemetiti were made in the education and training of health personnel and sci- 
entifically based methods were developed to contro! , prevent, and treat communi- 
cable diseasas which had both accompanied and impeded movements of people. 
Western Europe, particularly England, Germany, France, and Austria, served as the 
major source of knowledge, training, and technology for many of the leaders of the 
U.S. medical community. New knowledge was quickly diffused across national - 
boundaries. 

This pattern of international cooperation in health and the development of med- 
ical knowled|t demonstrated its value during World War TL For the first time in 
history, a m^or war was not associated with greater loss of life from epidemic dis- 
ease than from the war itself. Intergovernmental systems set up by the League of 
Nations and the Intamational Offica of Public Health in cooperation with the U.S. 
Public Health Service (PHS) helped to abort epidemics, save tens of thousands of 
Uvea, and hasten postwar reconstmction, 
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Bilateral US. health programs also grew out of national needs in World War IL 
In response to its perceived national self-interest, the United States, as part of the 
war effort, embarked in 1941 upon an unprecedented bilateral foreign aid program 
within the Americas to secure inter-American cooperation. The program was tbrmaN 
ized as the Institute of Inter-American Affairs, the predecessor of the current U.S. 
Agency for International Development (AID). 

World War 1 and World War II also led to US. relief efforts of unprecedented 
generosity. The American Relief Commission was founded at the outbreak of World 
War I, with Herbert Hoover as chairman, and provided large amounts of food to 
needy populations. Anierican conimitments in World War II to work for interna- 
tional human rights, exemplified in President Roosevelt s *'Four Freedoms" speech, 
were dramatically realized by the Marshall Plan. Similarly, the United States, under 
President Truman's leadership, invested up to 2 percent of its gross domestic prod- 
uct in the reconstruction and development of Europe. This policy, of course, was 
uniquely successfiil in humanitarian terms, but it also resulted in long-term eco- 
nomic benefits to the United States. President Kennedy, recognizing the need for a 
partnership with developing countries to solve their difficult problems of economic 
development, created the Alliance for Progress and the Peace Corps. 

Currtnt U.S* Activities 

Currently, 22 UJ. agencies have been identifled as having either administrative 
or legislative responsibilities relating directly or indirectly to International health 
(see Figure I ) * Together, these 22 agencies spent $528 million in FY 1976 on inter-- 
national health and health-oriented activities. Of this amount, S328 million was 
spent on bilateral programs and projects; SI 03 million went to multilateral organic 
;eations such as the U.N. specialised agencies and the Organization for Economic 
Coopemtion and Development (OECD); an estimated $54 million went to interna- 
tional development lending institutions such as the World Bank and the African 
Development Bank (AFDB); and $43 million was spent by the National Aeronautics 
and Space Administration (NASA) on health-related projects such as space biology. 
In addition, five agencies spent $669 million to deliver health services to U.S, na- 
tionals (and some otiiersj abroad, most of which ($632 million) was spent on De- 
partment of Defense (DOD) health facilities and services for military personnel and 
their deperHlents. 

Private-sector involvement in international ImiMh is even more extt^isive finan- 
duljy. An estimated $1.9 billion in exports and S700 niillion in imports of medicine 
ttnti ^Tiedical supplies took place in 1976. In 1975, overseas sales bv U.S. ethical 
phiinnaceutical companies alone were estimated at S4.7 billion; in the same year, 
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ChurGheSj voluntary agencies, foundations, and universities are also extensively 
involved in international health. Church-supported nursing and medical schools, for 
example, have contributed signincantly to manpower deyelopment in various 
nations. Today there are about 4,000 church-related hospitals and more than 500 
church-related training programs, ranging from those for village workers to medical 
and nursing schools, throughout the developing world. 

Foundations also play a catalytic role in improving international health. For 
example, they have been instrumental in developing and supporting IJ,S. research 
efforts in tropical diseases and fostering effective U.S.'foreign linkages in population 
and family planning research and training. Also, foundation leadership and invest- 
ment have provided research and training facilities for the health professions and 
fostered national and regional educational independence as well as interdependence, 

Private voluntary organisations, which are uniquely Northern European and 
North American in origin, also play a major role in international health. These in- 
clude charitable agencies, cooperatives, professional societies, labor unions, and 
other organizations. These are perhaps the most effective institutions to foster a 
pedple-to-peopie approach to International cooperation to improve health. 

Toward m 1J,S. Inttrnational Health Policy 

We believe that the United States should continue over the next decade to col- 
laborate ^ith the developed world on shared health interests. Health in the devel- 
oped \vorld will be characterized by improved life expectancy and a concomitant 
rise in health services problems of the mature and elderly. Health resources of the 
developed world will expand and become increasingly complex as health technology 
pows more sophisticated. 

We also believe that the United States should expand its concern for the health 
of the developing world and increase its collaboration with the rest of the world to 
close the gap between existing and attainable health status, especially where that gap 
is greatest. If the world continues on its present course, great disparities in health 
status between rich and poor will continue. However, real liope exists that by 
strengtheniiig our efforts to address the basic human needs of the poor in developing 
countries^ their health status can be radically improved in this century. If we ignore 
the cycle of ill health and poverty at home and abroad^ we face the possibility of 
catastrophic health problenis on a world scale. U J, international health policy, 
therefore, must be concerned with ensuring the best possible evolution of improved 
health in the developing world. 
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Internationai Relations and Health Diplomacy 

U.S. relations with other countries are guided by a body of operating principles 
known collectively as U J, foreign policy. In this cfiapter we shall exaniiiie the na-- 
ture of the relationship between intemational health and U.S. relations with other 
countries. We shall investigate the necessity for such a relationship; describa current 
organizational activities in health and foreign relasions; discuss conditions aKecting 
policy and program effectiveness in these areas; and recommend changes in policy, 
strategy, and organization to achieve a stronger role for international health in the 
basic human needs strategy of U J. foreign policy^ 

Basis for the Relationship Bitwatn Internationa! Health arid 
Intarnational Relations 

International health policy is hmcomm^mcm germane to U.S, foreign policy and 
international relations. AsUJ. concern for lUOTan rights and human needs increasas. 
the relationship between health and interniinonal relations will gain in relevaitce. 
Other factors are also involved: As collabDration in health becomes a greater raspon- 
sibijity of world citizenship, it beconies more impdrtant to direct our intmational 
health activities so that they respond to specific differences among countries. Sclu- 
tions to some health problems will require wider foreign collaboration through 
mechanisms other than health chaniiels. Finally, international health activities on 
today's scale often involve political considerations or provide opportunities to im- 
prove foreign relations despite any desire or attempt to avoid such Involvenient or 
ignore such opportunity. 

Human Rights and Human Needs. This Administration has emphasiiad human 
rights in our U.S. foreign policy. Publicity has centered on actions related to politi- 
cal and civil rights in foreign countries, but V3. foreign policy includes concern for 
the social and economic rights of mankind as welL 

President Carter in his inaugural address affirmed the inextricable relationship 
between U.S. foreign policy and human rights and human needs. He said: 

. . . there can be no nobler nor more ambitious task for America to 
undertake on this day of a ne^ beginning than to help shape a just and 
peaceful world that is truly humane, . . We will fight our wars against 
poverty, ignorance, and ii^ustice, for those are the enemies against 
which our forces can be honorably marshalled. 



In his April 30, 1977, address on human rights policy. Secretary of State Cyrus 
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First, there is the right to be free from governmental violation of the 
integrity of the perion. 

Second, there is the right to the fulfillment of such vital needs as food^ 
shelter, health care, and education. 

Third, there is the right to enjoy civil and political liberties. 

He went on to say: 

Our policy is to promote all these rights. They are all recognized in the 
Universal Declaratiori of Human Riglits, a basic documeiit which the 
United States helped fashion and which the United Nations approved in 
1948. There may be disagreement on the priorities these rl^ts deservej 
but I believe that, with work, all of these rights can beconie comple' 
nientary and mutually reinforcing. 

Cooperation with other nations to improve social and econonilc conditions 
should be balanced with our concern for political and civil rights. In both domestic 
and international forums, we should be able to cite strategies for positive action to 
meet social and economic needs as well as to avoid infrinjement on civil and politi- 
cal rights. Quite simply, the United States must really cap^e about human beings, and 
our policy must effectively denionstrate our regard for the welHaing of people here, 
in our allied nations, and in all countries of the world. 

If all countries improved their health status as much as the most effective country 
health programs have, 10 million deaths might be averted each year. If available and 
affordable technologies were utilized, even more deaths could be prevented. Free- 
dom from unnecessary death, disability, and disease is aright of all people. We 
believe worldwide dedication to this principle ranks equal in importance with main- 
tenance of peace and security. 

Alleviation of unnecessary suffering and ill health In any country is as important 
a ptirt of respect for human rights as protection of civil and political rights. The con- 
cern for basic health needs is univerealj but the instruments of policy may differ. 
Although we stress the principle of self-reliance, many countries still need assistance 
in order to achieve the goal of improved health for their people. When we speak of 
initiatives to meet basic health needs, it is often interpreted as only health assistance 
to poor countries (see Chapter 8). The United States should, however, emphasize 
development cooperation assistance to meet basic human needs^ pving priority to 
those countries with the greatest needs and the highest comnutnient to meeting 
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U.S. citizans. International health activity must be recognized as an irnportaiit 
adjunct to the improvenient of dornestic health. 

Parhaps the most significaiit recent initiative in the area of humiini riihts resulted 
from the Helsinki conference on ■^Security and Cooperation in Europe.*' The Agree- 
ment, signed in 1975 by the United States, Canada, and 32 Eastern and Western 
European countries, creates a number of obligations in health: 

To imjiiwe cooperatlan with other signatories in the fields of ecojiomics, sci- 
mm ^nd technologyi and the environment . . . Including medicijia, public health, 
Hnd vnft^jronmental research. 

ro ^i'isure equality of rights between mipant worker and nationals of host 
countries with regard to condltloni of employnient and work and social security. 

To facilitate the freer and wider diisemination of information of all kinds. 

To increase the exchsiige itnd dii^semination of scientific Inftrmation and docu- 
mentation fspeeiucai!;/ programs in] medicine, in particular, basic research into 
cancer and cardiovascular dteiases, studies on diseases endemic in tha developing 
countries as wall as medico'social research with special emphaiis on OGOupational 
diseases, the rehabilitation of the handicapped, and the care of mothers, chll= 
dren, and tha elderly. 

Foreign Ralations, We recognize that no matter how welMntendad our motives, if 
we base our relationships with foreign governnients on human ri^ts priaciples, 
problenii may arise m we work to cairy out U.S. policies. Other countries, which are 
dissimUar to ours in history, cultyre, and political, social, and econoinic circum- 
stances, are also likely to differ in their values and even In their Interpretations of 
political and civil rights. WhUe positive efforts and cooperation in achieving health 
goals are vital, the ways in which the United States can influence hunian rights 
abroad are somewhat limited. 

Human rights policy, therefore, calls for continued recognition of tha differences 
between East and Wast in matters of civil ajid political rights. It also requires con- 
tinued efforts to build upon cultural, scientific, and technological exchanges with a 
view toward Improving social and ecoiiomlc rights. For example, expansion of trade 
with Communist countrias has been streised in recent years: The health sector can 
and should play a leading role in this exchange, Health can be especially important 
in these trade discussions. We have witnessed the extraordinary healtli progress made 
by China with relatively few resources, and we can readily see the similarity between 
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alliances. The importance of continued cooperation and a potential f or international 
econoniic or political friction call for ongoing efforts to build and maintain formal 
and informal ties with these countries. Again, mutual concern for health offers a 
formidable channel for developing and strengthening OECD ties by such means as 
scientific and professional exchanges Joint programs, reciprocal health care financ- 
ing agreements, and health-sector trade. 

VS. relations with the developing world also offer the opportunity for new 
health initiatives. For instance, the oil exporting countries of the Middle East are 
striving to achieve major social and economic development goaJs in a very short 
period because of large balance of payments surpluses gained from oil exports. The 
United States can cooperate with these countries to improve health througli the sale 
of UJ. health technology, goods, and services. 

In addition^ some developing countries such as Taiwan^ Korea, and Brazil appear 
likely to enjoy such rapid politicah social, and economic developnients over the next 
decade as to Join the ranks of the developed world powers. These rapidly developing 
cQUntrie*^ may require a flexible strategy to accommodate a shift from development 
assistance to cooperutive and commercial programs. 



Qiobai Probiirni Afffiating Health 

Certain conditions impinge upon the health of the entire planet and force us to 
look beyond nati una! borders and concerns. These global problems affecting health 
include atmospheric pollution, depletion of the stralospheric ozone layer, pollution 
of the oceans, explosive world population growth, international migration (including 
that of health manpower), and the possibility of an inadequate world food supply in 
the coming decades. Conditions such as these threaten individual health and Jeopar- 
dise the economic growth and political and social stability of the world. 

C\c%4i health problems are typically not short-term, conflned crises; by defini- 
tion they affect the entire world. Tliey are therefore beyond the remedial powei^ of 
any single country. Such problems are often created by worldwide acceptance of a 
new technology and they may require development of another technology to solve 
them. Careful negotiation is required to establish multicountry arrangements or in- 
ternational agreements responsive to these problems, and is truly a function of for- 
eign policy, 

A recent global event affecting U.S. foreign policy was the migration of in- 
creased numbers of foreign health workers to this country. During the late 1960s 
■rir%A 1 Q7ne irtirniaratinn L^w^ fnvnr^H tiiv»dinal nnirtif ifinets find other health 
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Another demographic problem confronting U.S. foreign policy experts is that of 
illegal immigration, especially from neighboring countries. While not a global prob- 
lem per se, the situation does affect our overall immigration policy. In the next 
decade, population pressures and econoniiQ stagnation abroad will continue to en- 
courage illegal immigration. Short-term U.S. foreign policy must deal with the legal 
aspects of the problem, but we must also consider long-term population pressures in 
our country — whether we can and will sustain them. 

Multilateral diplomacy takes on special significance because global health prob- 
lems require the coordinated activity of many countriei. The United States should 
continue to work with WHO, and UNICEF, FAO, and other U.N. specialized agen- 
cies and multilateral organizations on issues of global signincance, The Department 
of State should serve as arbiter between domestic and international agencies with 
professional and programmatic concern for these issues, coordinating and strength- 
ening the overall govemment position, and making clear our policies and rationale 
for them. 

Many aspects of global health problems are scientific and technological, as we 
have already pointed out. TTiese problems also cut across the traditional boundaries 
of foreign and domestic policy. For these reasons we suggest that the Departnient of 
State and the Office of Science and TechnolDgy Policy (OSTP) in the White House 
continue to play principal roles in policy concerning global health problems, and 
that they collaborate with the National Academy of Sciences (NAS), the National 
Science Foundation (NSF), and other components of the U.S. scientific community 
as necessary. 

We recommend that these agencies jointly identify criteria for the selection of 
global health problems; organiie formal itudlei to identify, classify, and evaluate 
such problems; and prepare periodic reports about them for the President, We also 
strongly suggest that NASA programs monitoring certain global health problems 
continue to be fully supported. State Department; DOD; and the Department of 
Health, Education, and Welfare (HEW) support for such work is indispensable, given 
NASA's existing budgetary constraints. 

Foreigu Policy. As we assume increased responsibility in a globaj partnership 
which seeks to improve the health of people everywhere, we can expect that our 
international health activities wUl expand. Thus, the need for closer coordination of 
U.S. foreign policy and International health activities, as well as theij mutual sup- 
port, will become more urgent. 

At its basic level, international health activity involves the development of 
knowledge and its application. That application does not exist In a vacuum. Rather 
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The United States Is continually seeking to improve its bilateral and multilateral 
relations with other countries in many ways. For cxarriple, it exchanges athletes, 
dancers, opera companies, and scientisti; it seeks trade conditions satisfactory to all 
sides, and provides technical assistance and sometimes direct aid. To exclude health 
irom this fcirm of diplomacy on the grounds that It leads to politicaliMtion of 
health, or that it runs counter to scientific and professional standards, attributes to 
these activities only the most negative motives. Such exclusion ignores the positive 
humanitarian benefits which can accrue immediately and later as a result of im- 
proved relations, and restricts a potent channel for increasing the amount and level 
of international collaboration in health (see Figure 2). Moreover, such a restriction 
in itself could be perceived as politicaL 

Thus, we di^rim medical diplomacy as collaboration between countries on health 
matters for the purposes of improving relations with one another. The health bene- 
fits of this collaboriition may accrue to the interacting countries and/or to some 
other countries. Medical diplomacy of this sort has the peculiar advantage of produc- 
ing a humanitarian benefit while simultaneously developing improved relations. Fur- 
thermore, health initiatives, particularly medical ones, can be especially effective in 
opening channels of communication. Medical personnel have relatively free access to 
foreign countries for participation in Individual health care or other humaiiitarian 
programs. Their presence is usually valued and their integrity well established. 

For example, if a highly specialized medical team visits a leader of a foreign 
country^ the initiative may have symbolic value, and the team may have opportu- 
nities to discuss more general matters informally. U J. researchers and personnel of 
private voluntary organizations are often welcome in foreign countries when diplo- 
matic channels are closed or circuitous. The transfer of foreign patients to the 
United States for specialized care not available anywhere else in the world may be 
another potential aspect of medical diplomacy to be further explored. Humanitarian 
efforts such as these foster reciprocal good will and understanding. 

In a sense these examples of medical diplomacy are illustrative of human rights 
policy: Initiatives dealing with basic health needs are and should be an aspect of our 
overall foreign poligy. 

Health initiatives with foreign countries should be made after we have consid- 
ered all other U.S. concerns with those countries and the degree of mutual interest 
in health. We suggest that particular attention be given to health initiatives with 
countries where we do not have established relations. Althou^ health initiatives 
would not constitute formal approbation, they would be a step toward opening lines 
of communication. Utilization of health as an apolitical type of international coop- 
eration could facilitate the eventual reestablishment of diplomatic relations. 
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Figure 2. Mtdlcal Diplomacy md Dlplomatlo n#lillons 
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information into and out of that country. We should also carefully examine embar- 
goes of food and medicine to countries havirig a need for these commodities. The 
United States should not place itself in the untenable position of standing by in the 
presence of illness or withholding lifesaving drugs which are not available elsewhere 
in order to achieve political objectives, The legislation governing health-related ex- 
ports should be evaluated in terms of U.S. concern for human rights. 

Because of our government's commitment to human rights and basic human 
needs, wo urge adoption of the concept of medical diplomacy and recommend that 
programs be established to foster its u§e more systematically than in the past (see 
Figure 3). 

Private Diplomacy. Bilateral and multiiateral diplomacy have typically Involved 
relationships with government agencies. Increasingly^ foreign affairs will also include 
interactions between private individuals and nongovernmental institutions such as 
private industries and educational facilities; this Is true In health as well as in other 
areas. ThuSj we envision continuing concern for support of private diplomacy in 
international health. This support can come from the leadership of the American 
health community, which can foster ft^iationships with other countries, 

InterniUional meetinp provide m obvious opportunity for private diplomacy in 
health. The United States should be represented by the best available people, and 
representatives should attend such meetings fully prepared to participate on substan- 
tive issues. Participation should stress the richness and accomplishment of U.S. expe- 
rience as well as demonstrate openness and humility to the experience of others. 
Participants in official delegations to such meetings should be chosen to reflect the 
private sector as well as public institutions, and to reflect the full spectrum of the 
U.S. professional community, including women and minorities. 

Private diplomacy will also be a major function of U.S. volunteers and employ- 
ees of nonprofit agencies in health abroad. TTie Peace Corps can and should be a 
major force in facilitating contacts between concerned Americans and inhabitants of 
developing countries. Similarly, private voluntary organizations and foundations can 
express Americsis concern by helping people abroad. 

Curretit U.S. Governnngnt Organisational Aativltits in 
IntarnitJonal Hialth 

The Department of State. Several bureaus within State play important health 
roles. The Bureau of Oceans and International Environmental and Scieritific AOalrs 
(OES) is the focal point for general policy on international relf aons with other gov- 
ernments in health, environment, shelter, population, and other areas of science and 
technology. It coordinates and administers bilateral agreements for technical 
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Figure 3. Proposed Medical Diplomat/ Prooaas Modal 
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participation in major international conferences. In FY 1976^ this buireau adminis- 
tered approximately S 1 1 K2 million in contributioiis to health'related activities of 
international organizations, most of which went to the LI,N, family of organizations 
(sae the appendix to this chapter). 

The Economic and Business Affairs Bureau (EB) develops economic policy and 
faciiitates international commercial activitieSj including the transfer of technology. 
The Policy Planning Staff (S/P) develops long-term foreign policy for State. Tlie 
Human Rights and Humanitarian Affairs Office is a focal point for all such issues in 
State, but has concentrated on areas of civil and political rights. 

At present little systematic coordination of international health activities exists 
among these bureaus and offices in State or between them and other agencies. One 
exception is a recently reinstituted ad hoc group on population policy; however^ a 
strong case could be made for its integration with health and nutrition activities. 

The Department of Defense. The Pepartment of Defense has a major foreign 
policy and international health role: More than half a million American military 
personnel are stationed abroad. DOD's FY 1 976 budget for Lnternational health 
activities was $28.6 million. DOD incorporates health activities into its overall for- 
eign programs. For instance, it has long conducted research and development on 
tropical medicine, principally for the protection of U.S. troops stationed in tropical 
countries. As part of its program in tropical disease research, DOD maintains a net- 
work of eight laboratories in tropical areas, most of them in developing countries. 
Each year DOD also trains numerous foreign military personnel in health-related 
programs. In the past DOD had a major involvement in community action programs 
in countries receiving military assistarice; often ih&m programs were related to envi- 
ronmental sanitation, communicable disease control, construction of basic health 
facilities, and similar health concerns. 

The flow of military programs in international health should be significantly 
expanded. DOD currently provides passive assistance in training foreign health per- 
sonnel; it awaits requests from foreign countries for such training and then satisfies 
them if possible. Wa propose the identification of countries in which such training is 
most important to overall U.S. international health policy and the encouragement of 
their governments to take an active Interest in urging personnel to participate in such 
tiaining. This is similar to the type of decisions made in a milita^ context. The U.S. 
military has an unquestioned capacity for health training which could be used for 
health assistance. Certainly, tropical disease research now performed in military 
laboratories is of major benefit to host countries. These laboratories should be em- 
ployed deliberately and more extensively both to deal with public health problems 
and to foster good relations with other countries. Laboratoriei could also be used to 
a niuch ereater extent as outreach facilities deliverinr care. 
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The most significant concerns of the U.S. militaiy presence in the foreseeable 
future will likely continue to be In Europe and Asia, However, the United States is 
seeking to have the European countries undertake a larger portion of the cost and 
support of the military establishment in the North Atlantic Treaty Organization 
(NATO; region. As we shall point out in Chapter 3, there is a significant unujed 
hospital cupacity in the niilitary health system in European and Asian countries. 
Outreach from this system In the form of international cooperative medical research, 
cooporative training, or other programs would benefit both the host country and the 
United States. Such programs could have a small but signiricant role in improving 
the receptivity of the host countries to UJ. military presence and should therefore 
be encouraged. 

Military equipment constitutes the largest portion of U.S. military assistance 
abroad. Since health services are a basic part of any militaiy system in war or peace, 
and since health facilities in foreign militaiy systems require relatively expensive 
imported medical equipment and supplies, it would appear possible to redirect reim- 
bursable or concessional military equipment to include an element of health service 
equipment. Such a policy would be feasible, given the health capacity of the U.S. 
military establishnient. It would provide a more humane channel for military assis- 
tance, and would be expected to have subsidiary benefits in terms of development 
assistance and comniercial promotion of the U,S. health industry. 

The National Aeronautics and Space Administration. The National Aeronautics 
and Space Administration, througli its various satellite programs, has an important 
r*r? . ^1 vrrnational health. Satellite technology, for example, is potentially very 
u;r v^^rv^ -^ivironmental monitoring, both for pollution and weather changes. 
viAiy>ri^er influence nutrition by damaging crops or supplying water to them and 
mvy influence the prevalence of disease'Carrylng vectors. In FY 1976 international 
health-related expenditures on projects such as Nimbus G and Sage satellites 
amounted to S43 million. Most countries do not have satellite technology, but they 
could rapidly acquire the ubility to utiifat information made avaiiable to them 
through NASA, A program of shared technology should be encouraged. 

The U,S- space shuttle program is also worthy of consideration as a means of 
fostering bilateral collaboration. When the shuttle is put into operation, many ex- 
periments in low gravity, high vacuum, or sterile conditions can be performed more 
easily. This opportunity for biomedical research can be shared with other countries 
at relatively low cost. Efforts should be directed toward encouraging foreign coun- 
tries to develop and submit experiments and toward providing facilities to these 
countries for high-yielding experiments. 

Other U.S. Agencies. The U.S. Information Agency (USIA) has a small Interna- 
tional health program (FY 1976 funding amounted to $130,000) involving media 
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prograrns, Sevuryl other agencies conduct bilateral ticienge and technology exchange 
progranis (see Chapter 6). 

U.S. CDVWUiieiit Agencies and IfUernatlonal Organbutions, U.S, policy toward 
international irtstitutions relates not only to their health activities but to their con- 
tinued importance in other foreign policy areas. For example, WHO^ the Food and 
Agriculture Organisation (FAO), and similar organizations are part of the U.N. fam- 
ily of agencies. The role of these international organiEations in promoting world 
health should be strengthened, but their overall fun'Jtions must also be considered. 

The Development Assistance Cominiitee (DAC) of the Organization for Eco- 
nomic Cooperation and Development t the center for coordination of international 
development assistance with other donor nations. The primary U*N, agency in the 
health field is WHO.* It devotes 60 percent of its resources to health assistance in 
developing countries and fosters scientific and professional exchanges and collabora- 
tion on international health problems. 

The Depaitment of State does not have a health policy with regard to multi- 
lateral organizations, and consequently, there is a lack of strong, effective manage- 
ment of U.S. delegations and budgetary contributions to health agencies. The diffi- 
culty of developing a viable health policy becomes apparent in the case of WHO. 
WHO is an important vehicle for scientinc and professional health exchange among 
nations. It plj^y% a multilateral role in the definition of international standards for 
quarantine, health statistics, vaccination, health supplies, and other subjects. Multi- 
lateral health agencies have also facilitated bilateral exchanges in health between the 
United States and other countries. In addition, WHO plays a major role in facili- 
tating cooperation among the developed countries on important domestic problem v 
for example, the International Agency for Research on Cancer. 

WHO policy (much like that of the United States) is to stimulate and assist de- 
veloping countries to create sound national health plans aiming at eventual self- 
reliance. In recent years, WHO has modined its program, deemphasizing technical 
assistance, and stressing its roles as catalyst and coordinator. Consequently, represent 
tation of the United States before WHO involves balancing the entire range of for- 
eign policy, domestic health policy, scientific and professional concerns, and eco- 
nomic and tracl^ goals in international health. The lack of a coherent U.S. health 
policy is therefore disabling. 

Realising that its regular budget (S 168 million in 1978) is too small to permit a 
major direct impact on world health, WHO relies increasingly on voluntary contribu- 
tions. Appeals for additional resources to fund new WHO initiatives in FY 1978 are 
currently estimated at some S80 million^ but WHO authorities believe more funds 
will become available. 
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WHO'S priority areas of interest include' participation in and management of a 
forum for Technical Cooperation among Developing Countries (TCDC); a program 
for final eradication of smallpox; a worldwide campaign to immunize children 
against the principal childhood diseases; a major effort to extend research and train- 
ing programs to conquer the most widespread tropical diseases; an expansion of 
primary h ilth care, maternal and child health (including family planning and nutri- 
tion)i rural development^ environmenta] health, and health manpower development; 
and programs to improve mental health, to create new drugs and appropriate tech- 
nology for health, and to prevent blindness. 

The mechanisms for donor collaboration exist. U,S. participation is already sig- 
nificant (25 percent of the regular WHO budget), and $3 million to S4 million comes 
from voluntary contributions. Through active participation in the World Health 
Assembly (WHA), membership on the WHO executive board, and inclusion of its 
health professionals in WHO expert committees and special programs, the United 
States has had notable ijinuence on WHO policies and will play an important role In 
its general work program for 1978-83. 

The Pan Amerioan Health Organisation, which is the regional organization of 
WHO for the Americas, has a scope of activity similar to that of WHO, The priorities 
of PAHO take into account such illnesses as Chagas' disease and dengue fever, which 
are of special concern to this region. U.S. interest in PAHO is acute because it pro- 
vides a nucleus for hsalth gctivities with nei^boring nation, one Important example 
being the camp^agn to contain hoof-and-mouth disease within South America. 

U.S. intluence on PAHO programs and policies is substantial. IHie United States 
is closely involved in the work of the governing bodies and contributes 61 percent of 
the regular budget. Moreover, American health professionals play an active role In 
the organization. 

The United States is also represented in meetings of the Pacific Regional Office 
of WHO. 

Other contributions to international health are made by international develop- 
ment lending institutions: the World Bank, the International Bank for Reconstruc- 
tion and Development (IBRD), the Asian Development Bank (ADB), the Asian 
Development Fujod (ADF), the African Development Fund (AFDF), and the Inter- 
American Development Bank (IDB). These are described in the appendix to this 
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and ovemJl management capability. Second, there are problems in other countries 
within which we must work, and finally we find problems deriving from congres- 
sional considerations of international health policy. 

Government and Its Influence, The greatest hindrance to a more direct relation- 
ship between international health and foreign policy is the lack of an adequate 
mechanism to coordinate the various initiatives and programs of the U.S. Govern- 
ment both among themselves and with those of other donors and the multilateral 
and international organizations. Moreover, no governmentwide international health 
policy exists as a guide for the activity of these currently disparate organizational 
entities. 

The State Department, given its responsibility for U.S. foreign policy, could 
provide a forum for other agencies to coordinate that part of their international 
health activity which involves the common interests of agencies besides themselves. 
State, however, has viewed its role only as a passive guardian for compliance with 
broad principles of foreign policy. 

The lack of an authoritative focal point for international health policy becomes 
more apparent as one investigates the internal organization of the Department of 
State. International health responsibility is diffused among several bureaus, none of 
which exhibits major staff responsibility. In theory, the Office of Human Rights 
should have a central role in the coordination of international activities (Including 
health) to foster human rights awe/ human needs; but so far there has been only mini- 
mal activity of this sort in that office. 

Much of the lack of authority and responsibiUty in international health m the 
Department of State can be directly traced to recruitmentj promotion, and training 
of foreign service officers.* The Department of State is primarily staffed by career 
foreign service officers selected for their political^ geographiCj and economic 
expertis'^. 

There is both n: severe shortage of skilled health personnel and an organizational 
obstacle to recruiting and advancing professional health personnel within the Depart- 
ment. The long-standing practice of attempting to hire health professionals for 
limited periods or at veiy high levels has obvious problems. Moreover, health profes- 
sionals do not value foreign service experience, and even if they did, professional and 
technical training in public health does not usually foster either an orientation 
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long-term career growth. These factors, coupled with a severely constrained organi- 
zational structure, discourage the presence ot^ highly si -''^d international health spe- 
cialists within State. Our observations also extend to < heallh-related programs 
in State, such as nutrition, population, and education. 

For example, the Bureau of International Organizations and the Bureau of 
Oceans, Environment, and Scientific and Technological Affairs have dispersed health 
responsibility through several divisions, Althougli these bureaus employ a few spe- 
cialists in population and environmental health, they are grossly understaffed in 
health professionals. Other units of State, including the Human Rights Office. PoUcy 
Planning, and Economic Affairs, include health among their responsibilities but .k) 
not employ public health professionals on a regular basis. 

International health programs in support of foreign policy objectives are deserv- 
ing of special comment in terms of their budgets. The State Departmenl's paN^ive 
role in international health has not required major budgetary expenditures, ebpr- 
cially with respect to the total U,S, expenditure on domestic health or military pro- 
grams. Actual budgetary expenditures for development and supporting assistance are 
typically channeled through other agencies, the most significant being AID. Only 
State's marginal costs of cooperative bilateral health arrangements tend to be attrib' 
utable to international health. 

This is particularly portant in terms of systems of accountability. The general 
tendency in the U.S. ( rnment is to strengthen the accountabHity of program 
managers through th Jpetary process. Budget reviews provide an opportunity to 
reexamine program ^ci\Q\ and stimulate innovations. Evaluations of expenditures 
and auditing of a program typically r-nvide strong management control over its 
implementation, 

flowever. State's role in international health, because of its minor budgetary 
expenditures, will not be subject to budgetary management and evaluation. Conse- 
quently, alternative forms of reporting and accountability should be developed. We 
recommend that an annual report for the President be prepared on accoiTipIishments 
and proposed initiatives governmentwide. This should be accomplished in an inte- 
grated fashion, and internationL! health budgets and progiams should be examined 
as a single functional area in association with foreign lelations. Such a report will 
help improve accountability and responsiveness of the rnany agencies engaged in 
international health. 
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Intemational Influences, Problems associated with program implementation are 
also to be found abroad. First and foremosl is tfpi luck of leadership commitment to 
basic human needs in many developing countries. Political authorities receive their 
support from traditional constituencies, seldoni those most in need. Consequently, 
the poor are often left to fend for themselves. Unless leaders in these countries leam 
to recognize the explosiveness of societies built on connning poverty and inequity 
and begin to move toward satisfying the basic human needs of ail their people, their 
problems will worsen. The inequity and precariousne^s of such a position will act to 
limit the effectiveness of U.S. health assistance programs In theiie countries. 

Many still view the health sector as urban, doctor/hospiral intensive, and curative 
oriented. Managerial talent and skilled technicians, especially in the developing 
worid, are in short supply. Health systems organization at the local level is inade- 
quate. 

Finally, there are tariff and import re^^trictions on medical supplies and equip- 
ment in some countries. Analysis of the international constraints to an ef^ctive 
international health program will be an important continuing responsibility of State, 
AID. Treasury, and the Ofnce of the Special Representative for Trade Relations, 

Congressional Influences, Congressional support for foreign assistance varies 
according to budgetary and humanitarian considerations; it also fluctuates with 
world conditions. However, given the end of the Vietnam era and the direction of 
assiiitance toward aiding the poor (both of which were partly congressional Initia- 
tives), support may be rising. However, budgeting for foreign health assistance is a 
highly problematic area for Congress. As a result of Its historical dissatisfaction with 
foreign uld accomplishments, Congress has regarded the Foreign Assistance Act as a 
subject warranting especially stringent budgetary surveillance. Budget authorities for 
international health are scattered throughout the government and nowhere are uud- 
gets analyzed and evaluated on the basis of a governmentwide set of goals and 
objectives. 

Congress now restricts to 40 the number of countries in which AID can operate 
development assistance programs. As a further complication to an international 
approach to basic human needs efforts, there are inadequate congressional guidelines 
for the stated requirement to concentrate on only the poorest countries and people. 
Congress also excludes AID from certain countries because of political reasons, not- 
withstanding humanitarian needs. 
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Among all types of bilateral assistance programs, the use of P,L. 480 funds en- 
joys considerable congressional support, These funds are used for the purchase of 
agricultural comrnodities, a great benefit to domestic agriculture. However, the 
effectiveness of PX. 480 programs as deveiopment assistance efforts is being reex- 
amined. Security and support assistance has a strong constituency in Congress, espe- 
cially since this Administration has established a demonstrable link between such 
assistance and issues of peace and self-protection. Nevertheless, small ad hoc sup- 
porting assistance programs have been criticised. There is also some concern about 
the long-term social and economic Impact of large security and supporting assistance 
programs in those countries where they will be used for extended periods. 

In the congressional view, U,N. agencies suffer to some extent from the belief 
that their efforts place more emphasis on satisft^ing the financial desires of a broad 
Third World constituency than on program content and effectiveness. Similarly, 
some members of Congress dislike their inability to exercise strong control over 
international financial institutions (IFIs), while others criticize the insufficient focus 
on basic human needs programs. Neither the United Nations nor the banks accept 
earmarking of U.S, funds for certain countries, a practice for which Congress has a 
strong penchant, Both U.N, agencies and IFIs regard responsiveness to the larger 
world community as a virtue, as do some congressional supporters. 

There appears to be considerable concessional support for international health 
activities that benefit the health of U.S, citizens or contribute to intemational scien- 
tific and professional cooperation. Similarly there appears to be a m^or potential 
for both congressional and public support for an expanded role In the private sector 
in health diplomacy. 

Conolusions About Intarnptlonal Relationi 
and Health DiplDmacy 

We reiterate that international health must play a strong role in the basic human 
needs strategy of LJ.S, foreign policy. We can increase the humanitarifin potential of 
U.S. international health activities through diplomatic relations with oihm countries. 
Greater U.S. awarenesi of these conclusions and wider acceptance of their implica- 
tions will provide a stronger foundation for us to fulfill our part of the world's 
responsibility for improved health for all , especially the poorest fourth of the earth's 
population. 



To address questiwiis of international health effectively, the United States must 
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Policy, Although many separate international health policies exist within and 
among individual a|;v:ncies, the absence of a governnientwlde policy on the subject 
constrains full U.S. erfectiveness which can ensure that greater humanitarian benefit 
will be derived from international health activities. Indeed, if international health 
activity is to profit from opportunities arising in the context of this country's con- 
duct of international relations, an explicit policy detailing the nature of the relation- 
ship between international health and international relations must be developed, 
understood, and implemented by all not only those responsible for international 
health but those responsible for internationa] relations a.s well. This policy must 
stress VS. concern for basic health needs at the highest level of government and 
should complement the President's human rigfits policy, demonstrating real and 
effective concern for the health of people everywhere. It would serve as a model for 
changes in foreign policy decision making in the areas of economic and social devel- 
opment. It would address and seek to improve the health of US. citizens. And natu- 
rally, it would support and should be supported by international economic and 
commercial policy. 

A governmentwide international health policy would also establish more direct 
guidance for U.S. lelationships with multilateral agencies and international fi/ anclal 
institutions. It would support a logical relationship between international he Mih and 
international relations that simultaneously improves relations between countries and 
increM^es humanitarian benefits to health, ft must recognize differences among na- 
tions and be flexible enough to adapt to related U.S. activity. Finally, it would 
include the capacity to deal with global health systems problems. 

Coordinnting Mechanisms. Of the 22 agencies engaged in international activities, 
the concentration of this activity is greatest in the fbllowing: 

• HEW (primarily for the benefit of US. citizens and for the advancement of 
health sciences knowledge); 

• AID (primarily for development, and securities and supporting assistance to 
selected developing countries); 

• State (for purposes of improving our international relations); 

• Treasury and Commerce (for financial and commercial objectives); 

• Various agencies for mission-related objectives: 
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Before a govemnientwide policy can be established, kept current, and its imple- 
mentation managed, the problem of divided responsibility and authority among the 
largest agencies will have to be overcome. The majority of U.S. international health 
funds, technical resources, and formal policy-making authority has been concen" 
trated in AID, HEW, and State without any one of these agencies having an effective 
combination of all these elements. Treasury, Peace Corps, NASA, DOD, Commerce, 
Central Intelligence Agency (CIA), Veterans Administration (VA), Environmental 
Protection Agency (EPA), and others all engage in some international health activi- 
ties but their d jcisions to do so do not reflect governmentwide coordination or pol- 
icy. Among the agencies themselves, there is general agreement that a coordinating 
mechanism or mechanisms should be established. 

An interagency coordinating niechanism would be responsible for U.S. Govern- 
ment international health policy, its planning, and its evolution. It would establish 
the governmentwide goals and principles for agencies to use in designing their inter- 
national health programs. It would also resolve any impasse from the strategic level 
of coordination. Finally, it would publish and send to the President and Congress an 
annual report on international health; and it would convene an annual conference on 
international health to invite public response to its policy and reporting functions. 
Support for these functions would be provided by staff of the Executive Branch. 

The strategy level for interagency program coordination would be responsible 
for U.S, Government international health jtrategy, its planning, and execution. It 
would se^^^ u.) relate the goals and activities of Inteniational health program;! 
iihroughout government. It would be the focal point for international health initia* 
tives coming from on-going government programs^ from a new progiam to be called 
the Global Health- Cr ■ from the U.S. private sector, or from foreign countries or 
international ..rganj. .ns. It would serve as an information base on relevant gov- 
ernment and nongovernment international health activity. Support for these func- 
tions would be provided by the same Executive Branch staff serving at the policy 
level. 

Development and Promotion of International Health Initiatives. International 
health initiatives originate in many ways, in many places, and for many purposes* 
These programs and projects are concerned with aspecvs of foreign policy, medical 
diplomacy, development and supporting assistance, global health problems (includ- 
ing those affecting the health of U,S, citizens or involving professional and scler4ific 
exchange), and U*S. commerce and finance. No systematic means exist for deve^.op- 
ing and introducing such initiatives throughout the government; nor are there mech- 
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the many U.S, agencies involved in international health. Those responsible {'or these 
initiatives must demonstrate a balance of knowledge on foreign policy and foreign 
relations, foreign aid and development assistance, health and health-related technical 
matters, and a variety of other aspects such as foreign trade, science and technology, 
and various diplomatic factors. 

Personnel v^ith such an amalgam of expertise are not presently found in govern- 
ment. We recommend that the Department of State create an appropriate organiza- 
tional structure for international health matters and recruit personnel with the 
necessary capabilities to staff it. Among other responsibilities, this unit could ad- 
minister a Global Health Cadre, 

Members of the Global Health Cadre would be located in LJ.S, foreign missions 
to advise and assist in the promotion and cooTdination of initiatives relating to the 
health component of basic human needs issues and policies. This cadre would also 
serve as U.S. Government health representatives abroad. The majority of the 40 to 
50 members of the cadre would be located in non-AID developing countries. 

The cadre would be selected from or appointed to career or term positions in the 
various services of the U.S. Government personnel system. To the extent appropri- 
ate, these positions would be umd as career development experiences in interna- 
tional health within these several services. 

We also see the need for a tbcal point in tlie State Department (in Treu*' 
Commerce, and in other agencies m well) where the relationship between in* 
ttonal health and international relations can be clarified and strengthene^l Esp ,y 
because of State's role as manager of all U.S. international relations, including inter- 
national health activities involving other countries or their citizens, we think State 
should have a point of Maison for all of its activity regarding international health. 
Such activity may consist of renresentation of international health during formu- 
lation and conduct of fbreign policy and vice versa; development, promotion, and 
management (but not necessariiy conduct) of international health initiatives taken 
primarily to improve U,S. relations with other countries; leadership in m^yor agree- 
ments with other countries on transnational health problems with the environment, 
safety of goods, or services in trade, and so on; and service as a neutral broker, relat- 
ing all goyernment aspects of health with U.S. international policies in other fields of 
interest, (We recognize that State is currently investigating appropriate ways to meet 
responsibilities such as those outlined above.) For this operationp State will have to 
upgrade its organizational capicity and staff in international health. As we have aU 
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As wc studied U.S mlm\^tlonu] vdBitrina and hiitfrnational health, we foimd 
over and over again that many of the r oiicy gap^ and orgaijUaUoni managenient, and 
personnel problems associated ^rlh owr itivoivement in intenislional health are simi- 
lar to our experiences with other mtemational human needs concerns^ such as food 
and nutrition, and education. A strong science and technology orientation is re- 
quired to buttress policy decisiani in these areas. We urge that many of our findings 
in international health and health-r^^lated areas be examined in terms of the capacity 
of the Federal Government to effectively develop and promote international human 
needs policies and programs, as well m lUtemative approaches to augmenting its pro- 
fessional resources In the international health field. 
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International Health Organizations and 
Finanuial Institutions 

African DevelopmeiU Fund (AFDF). The AFDF 1976 lending program was $65 
million, of which S8 million was appropriated for three health loans and S33 million 
for potable-water projects, 

Asian Development Bank (ADB) and Asian Development Fund (ADF). In 1976, 
ADB and ADF expenditures totaled S776 million, of which S 122 million can be 
interpreted as involving water improvement (potable-water and sewerage) projects 
related to health. 

Developmental Assistance Committae (DAC). In 1975, the most recent year (qt 
which data are available, the 1 7 nations of the Development Assistance Committee 
of the OECD and the Economic Development Fund of the Common Market re-^ 
ported $593 million spent for health development assistance and S244 million for 
water supply and sewerage assistance. Besides water and sanitation, m^or activities 
included programs in population control, communicable disease control, hospitals 
and clinics, mother and child care, nutrition, research, manpower development, and 
medical supplies. A consensus is building among DAC members that coordination in 
DAC should go beyond merely reporting individual donors' activities. This fomm. 
may be useful in coordinating international health activities. 

Food and Agriculture Organization (FAO). Largely with financing from the U.N, 
Development Program, FAO carries out agricultural, fisheries, and forc^itry programs 
in most developing countries. FAO has been dcsply involved in the Sahel recovery 
plan. The organization has had considerable experience ^.s the executive agency tor 
donor Institutions. The United States has substantial influence in the FAO Council. 

Inter-American Development Bank (IDB). Thu Bank recently adopted n policy 
of investing in the expansion of health serv^ices in hitherto un::€;ved areas of borrow- 
ing countries (such as Costa Rica^ Guatemala, and Haiti), provided the money is used 
for integrated regional schenies. So far, aboi/ ' S 120 million ]m% been earmarked for 
such purposes. 

International Bank for Reconstruction and Development (IBRD). IBRD has 
assumed the role of funa manager a nmjor multi-organizational (WHO, UNDP, 
AID, FAO, and so on) program to fight onchocerciasis (river blindness) in West 
Africa, thereby opening greae areas to agriculture. The World Bank gup will prob- 
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United Nations Childreirs Fund ( UNICEF). Sixty4our perceiit of UNICEF's 
1976 expenditures for health and nu uidon programs went for maternal and child 
health, clean water supply, child feeding and weaning, food production, and similar 
■ activities. WHO is the chief executive agency for UNICEF in these nvi^a^, although 
UNICEF also works closely with FAO and UNDP. U.S. voluntary ^auuibutions to 
UNICEF — currently almost 20 percent - make us the major dor;^;u The United 
States is a leading member of the 30-nation Executive Board. 

United Nations Development Program (UNDP), In 1976 UNDP*s own project 
expenditures for health totale*^^ $4 million, but UNDP financed $18 million In 
WHO projects. A further S36 ^h^p^M^ went to UNESCO and SlOi nnllion to FAO, 
but only part of these sums v in nutrition, sanitation, and health. Specific proj- 
ects and priorities are chose;^ hy ^ recipient countries rather than by the donors. 

United Nations Environment Program (UNEP), Voluntary contributions (40 
percent from the United States) go into catalyzing and supporting UNEP's (nonoper- 
ational) ciiwironmental activities. UNEP gives priority to human health and human 
settlements, ^flie United States is a member of the 58-nation Governing Council. 

United Nations Fund for Population Activities (UNFPA). The Fund operates 
primarily through the United Nations and its specialized agencies, although projects 
increasingly are being managed by host countries. As the principal contributor, the 
United States has considerable innuencc on UNFPA. 

United Nutions Relief and Work.^ Agency (UNRWA). The Agency aids Pales- 
tinian refugees in education and vocational training, health services, food rations, 
and housing. As a principal supporter of UNRWA, the United States has great 
influence. 

World Food Program (WFP). The UN/FAO World Food Program is the principal 
multilateral food aid program. WFP's resources (25 percent of which are furnished 
by the United States) go for food-for-work projects, food for especially vulnerable 
groups (children and the aged), and coping with emergencies (famine caused by 
drought). 



Chapter 3 



Health of U.S. Citizens 

The United States must demonstmte its concern about fmproving the health of 
people everywhere through practical, effective steps. No strategy will be credible to 
other countries or acceptable to the people of the United States unless it is fully 
integrated with a strategy to improve health in the United States. For this reason, 
domestic health goals are fundamental to international health policy: The United 
Stuto should protect the health of its citizens. 

international health activities can contribute significantly to the health of U.S. 
citizens here and abroad and to the body of U.S, scientific knowledge on health and 
human well-being. The health and nutritional status of the U,S, population can be 
improved through a variety of means. Specifically, we should concentrate on in- 
creasing life expectancy at birth, decrea^iing infant mortality, and decreasing the 
leading causes of mortality - heart disease, cancer, cerebrovascukr disease, and 
accidents. High-ouality, affordable health services must be accessible to all: Social 
and economic programs can be in^tru^: jntnl in reducing ill health in disadvantaged 
and high-risk populations, Prevenuve aiid health education program:' must be devel- 
oped to reduce the prevalence of disease and improve the use of health j^ervices. 
Appropriate resources such as health manpower, science and technology, tlnancing, 
materiel, and facilities should be made available to meet health service needs. 

The United States is moving into a period of revolutionary change in financing 
and organization of health services, and the Faderal Government must guide these 
changes to help ensure the equity, efficiency, and effectiveness of health care. The 
Federal Government also can play a key role in strengthening preventive health 
services. International health activities should pluy an integral part in these efTbrts; 
our international health strategy munt include international health activities under' 
taken for the self-intereb^ ol the United States. 

Although health status patterns in the United States are typical of those in 
other developed countries, the United States has not been sufficieikf^y successful in 
improving the health of its citizens. Eighteen countries have higher male life expec- 
tancy at birth and 6 have higlier female life expectancy; 14 countries have a lower 
infant mortality rate. A striking disparity exists between the health conditions of 
minorities and the general population ir the United States, explaining the relatively 
higher mortality rates observed among poor and minority populations, ^xh^ physical 
conditions of rural, minority, and low-income urban Americans may be quite differ- 
ehi than those of the '^average*' American, For example. Black American childrsii 
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Ttius, in spite of its superb medical technology and huge investment in health, 
the United States is not adequately meeting the health needs of its citizens. Al- 
though the United States plays a much more iniportant role In health in the world 
than the size of our population would suggest, the very mass of health professionals 
and health expeif^nce outside the United States implies that we have much to learn 
from abroad. In the past, this nation has been very adept at learning lessons in 
health from foreign countries and uitizens through a large program of international 
activities, 

Sharp increases in health service expenditures (see Figures 4 and 5) in the past 
25 years in the United States provide cause for reexamination of international 
health policy. Currently, the health care industry is the third largest in the United 
States, exceeded only by the construction industry and agriculture. The rapid rise in 
health care expenditures has created a marked concern for finding new, improved^ 
less costly ways to meet the health needs and dHnands of the U,S, people. Some 
European countries appear to have had more rapid increases in health expenditures 
than the United States; in other developed coai^tries, the gain has been less rapid. 
While no simple lesson can be learned from tl^^^^e data, ^e may infer that exploring 
the diversity of experience among countries /rth similarly strong interests in health 
should prove frtiitfuL 

Fidtral Involvement in Domestically RelitBil 
Internationil Health 

International activities represent a relatively small part of the Federal health 
^xmns oriented toward domestic needs. However, complexity of the situation 

inhibits attempts to specify domestic health goals that can be achieved through 

uiii. niational activities, 

Tlie health budgets of the 14 Departments which fund health programs totaled 
S5 1 ,432 million In FY 1 977 (see Table 1 ), Not surprisingly, agency involvenient in 
international health for domestic purposes is similarly complex. Figure 6 shows the 
principal agency international health activity which contributes to the health of U J, 
citizens. 

The Departsiient of Health, Education, and Welfare. The Department of Health, 
Education, and Welfare has clear lead responsibility for domestic health and there- 
fore for international health activities undertaken for domestic health purposes, 
HEW's Intemational health expenditures in FY 1 976 were $39.3 million (Oj per-^ 
cent of its health budget). The major health responsibility of HEW is in turn dele- 
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Figure 4, Total and Ptrctnt of Groiii National ProduGt Spent on Health 
for Calendar Yean 1940-73 
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Figures. Fedaral Agencleo Responsible for 
Health Proteotlon of U,S. Citizens 



Agenay for 

International 

D^vtlopment 



• American Schoala and Mospitals 
Abroad 

• Disfaae Privention and Contrsl 



AgrlQUlttJre 



• Improved Agricuitufa! Research 



• Diseas© Pfevsniion and ContifiMtJDC) 

• Intfamurii flesiarah (PDA) 

• Inspf ction of Foreign Firms 
Products (FDrA) 

• Monitoring of Adverse Drug 
Reactloni (FDA) 

m Research on tha Pfeveniton and 
Control of Menial lllnesi and Drijg 
Abuse 

• Research on Ethnicity, Msntal Hialth, 
and Social Welfare 

• International Hialth Riprisentatives 
Cornniitte© 

« Integratian of Domeitig and 
International Acliviiiae 



Panama Canal 
Company 



« Delivery of Health Servlcss to Illgntjle 
Popuiations in the Canal lone 

• Environmental Health Services 

« Disease Control Servioes 



Viterans 
Admlniitratlon 



> Frnanoing of Inpatient and Outpatient 
Servipas for U.S. Veterdne Abroad 



C6mfTiaf€@ 



• Standarda Oevelopment and Applied 
Technojogv 



Health, 
and Wilfare 



• Health Servioes Reiearch 

• Cooperative Research Through NIH; 
NCI; NHLBI: NIAID; NICHD; NI6HS 

• International OrfBniiation Pallcy 
Deveiepment (OIH) 

• Epidemlologicil Intelligence (CDC) 




Provision of Hialth Sefvices to DOO 
Eligible ienof idaries 



Interior 

(Tru«t Tirrttoriei) 



• Manpowir Training 

• DJieaie Prevention and Control 

• Hoipital flenovitton 

• Organizing Medical Sen^iees 



Note J All ln!#mationaf health sotjvttJti of U,S, agsnciSSi iip^lilly research pfc^rims. 
^nrrjbute potentiaily to f^allh of U.S, ?ijtiJens. ThoM listed hint wsnlrtbirt© most directly. 
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Ag^ney 



• Environnienta! Policy Department 
<^ Educational and Culture! iKchange 




« Management of iilatera) Science and 
Technalogy Cooperative Research 
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• Adminit^atlon of imergenoy Medicai 
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Abroad 

« f^edical Services to AID. State, and 
USIA imployees 
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• Office of the Amstant Secreiary far Ifmlth (Office of Intemational Health - 
OIH) International health goofdination and policy deterniination for PHS 
($2,1 million), and international projects in the Orfice of Policy, Research, and 
Statistics (approximately S3 millioJi); 

• The Center for Disease Control (CDC) - Epidemiological surveillance, disease 
prevention and control, research and collaboration, and support of international 
laboratories (S5.2 million); 

• The Food and Drug Administration (FDA) =^ Research, inspection of foreign 
firms, and monitoring adverse drug reactions (S L6 million); 

• The Health Resources Administration (HRA) Research and training and col- 
lection of international health statistics (approximately SO. 6 million); 

• The Health Services Administration (HSA ) = Research (%2.2 million); 

• The National Institutes of Health (NfH) — International activities spajining the 
entire range of functions of its constituent research institutes (S 19 J million); 

• The AlcohoL Drug Abuse, and Mental Health A dmirmt ration (ADAMHA) - 
Intemational research; 

• The Office of Human Development - Sonne international health activities. 

The lack of explicit policies for the uje of international health activities in sup- 
port of domestic health programs and policies has been detrimental to the efficiency 
and coordination of these programs. 

Figure 7 shows the results of a recent survey of PHS manpower devoted to inter- 
natlonaJ activities. There has been some question as to the accuracy of the data, 
howeven Accordijig to the study, 321 full-time employees and another 280.6 fiill* 
time equivalents ware involved. AJthough a portJDn of this staff provides services to 
other agencies, the majority are Involved in international health for domestic pur- 
poses. This number of employees, which is generally believed to have been reduced 
from levels of the late 1 96Qs, represents apprDXimately 1.2 ptrcent of the health 
program employees of HEW. 
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Figure?. Currtnt Levels of PHS Manpower Engaged In Inttrnitbnal Actlvltlsa 
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No consistent, OTherent program is in efft*ct toacgurataly hundlu existing data on 
inttirnational health activities undertaken for domestig health purposes. Currently, 
no s'AngJe tnanagemfcnt information system exists to which a responsible gov- 
ernmeni project official can turn for data such as sites for projects, counterpart insti- 
tutions and personnel, staffing with international and substantive qualifications, and 
budg^taiy sources. The budget for international health activities for domestic pur- 
poses has been kept by OIH Consequently, no trend laifomiation can be obtained. 
Again it appears that the adequacy of budget cannot be assessed without reference 
to the need to tap data presently unavailable on what is to b^^ done. 

Given the repeated direct and indirect criticisms of management capacity in 
international health (Milch, August 1968; Quiniby, May 1971), the lack of manage- 
ment improvenient in HEW's program is particularly disturbing. Overall responsi- 
bility for management lias in the Office of the Assistant Secretary of OIH, However, 
specific international health offices or internationally concerned administrative units 
in the agencies of the Public- Health Service are not responsible to OIH, Thus, effec- 
tive coordination of international activities in the line bureaus of the agencies is dif- 
tlcult at best. 

The Department of Defense. DOD is primarily Involved in intematioual health 
ana[Jysis, training, and research to protect the health of US, military personnel sta» 
tioned abroad. DOD operates approximately 45 hospitals and 1 00 cHnlcs'and dispen- 
saries outside the United States. Operations of DOD's overseas medical services, 
which are almost exclusively used by VS, Governnient personnel and their depen- 
dentSu are estimated at some S625 million per year. Except in ernergencies, DOD 
cannot provide care to noneligible beneficiaries. Less than 40 percent of the con- 
structed bed capacity is being staffed and operated; this results in 3,000 beds being 
unused, 

DOD is experiencing great difficulty in meeting its ailotments of authorized 
physicians, and DOD facilities can only be utilized by nonactive duty bemficiaries 
on a space-available basis, hi some regions of the world, current interpretation of 
this resiriction severely limits the amount and type of care available because DOD 
facilities are sized in relation to active duty requirements. In Imn in 1975, for exam- 
ple, the estimated number of retired Uniformed Service Personnel and their depen- 
dents eKceeded sipiificantly the number of active duty personnel and dependents 
(Office of the Assistant Secretary of Defense for Health Affairs, September 1975). 
Thus, eligible DOD benenciaries may be unable to receive care in a U J, facility. This 
situation is exacerbated in periods when the United States must deploy militaiy 
medical units to assist in disasters or perform other retief missions. 

Other Agencies. A complex network of other government agencies is involved in 
international scientific and professional cooperation in the biomedicaj area. 

• Office of Science and Technology Policy hi the Executive Office of the President 
- Policy analysis and advice (approximately ST4 million); 
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• Nciiitma/ Science Foundation =- hnprove research and education in the sciences 
($5.0 million); 

• Natmnal Academy of Sciences (i\ quasi-governmental agency) ^ Various reviews 
and policy studies related to international health; 

• linvimnnwHtai Proieciion Agency ~- International henlth research ($2,9 million); 

• Eficrgy Research and Development Adnunistraiian (£RDA J - Internationa! 
health research (S6,6 niillion); 

• Departmem of Agnculiure - International health research ($L5 million), 

In addition, USIA and the Departnient of Labor sponsor programs to foster In- 
ternational communication on health topics, DOD operates eight centers for the 
study of tropical diseases, and HEW administers seven other centers (see Chapter 6), 
A very extensive system of binational science and technoiogy agreements either 
focuses specifically on health or includes some aspects of heal within the overall 
^icope of concern. The pfincipal U.S. agencies involved are HEW (DJJ.R., Egypt); 
EPA (Canada, Egypt, Federal Republic of GenTiany, Japan, Poland, USJ.R., and' 
Yugoslavia); Departnient of Interior (Canada, Poland, and the United Kingdom); 
NASA (US.S.R.); NSF (Argentina, Australia, Brazil, Republic of China, Egypt, 
France, Hungary, India, Iran, Italy, Japan, Mexico, New Zealand, Poland, Romania, 
Saudia Arabia, and US.S.R.); and Department of Transportation (DOT) (transpor- 
tation safety with Israel, Japan, Poland, and the United Kingdom). 

The Department of the Interior also has significant health expenditures ($13.6 
million in FY 1 976 for services in the trust territories). Finally, the Canal Zone Gov* 
ernment spent S25.S million to deliver health semces in the Canal Zone to US. 
military and government personnel and certain authorized Panamanians. 

The Veterans Administration has special responsibility for pronsion of health 
care to Philippine war veterans. Perhaps more importantly, the VA provides an 
extensive program of education in clinical semces involving approx:imately 7,000 
medical residencies per year, as \vell as training in many other health professions. 
This program includes approximately 1,000 foreign medical graduates per year. The 
governmental health delivery system in the United States (Includijig the VA, DOD 
and PHS) is a major vehicle for in-service training of foreign peTsonnel and a major 
employer of immigrant health personnel. 

Importantly, these data and the data included in the appendixes have never 
before been compiled. At a minimum, this information should be compiled and 
reevaluated annually to assist executive and congressional planners in evaluating 
health programs throughout the Federal Government. 



74 



Health of U.S. Citizens 



Aspects of International Involvement in U.S. 
Hiilth ^rvices 

Tlie U.S, health sector has grown rapidly in rucunt years. This Administration is 
uoniniitted to making the lundamental retbrms in orientation, nnuncing, and organi- 
zation rec|uirud by that growth. These reforms eall for the fullest use of international 
health tools, including obt uining useful knowledge from the experience of other 
countries, assuring that changes in the United States are not detrimental to other 
countries' interests, and working with other countries to better the health of alL 

To be fully effective in improving the health of U,S. citizens, international 
health activities must be integrated into the ovuruU program of the U.S, Govern- 
ment. Therefore, attention must be devoted specifically to international aspects of 
key U,S, health policy issues: access to health services, quality and efficiency of UJ. 
health services, and strengthening of preventive services. 

Access to Health Sarvicas 

This Administration intends to increase access to health care for all Americans, 
especially rural Americans, inner-city minority citizens, and the disadvantaged and 
handicapped. International health activities relate to this ohjective in at least three 
ways. First, involvement in international health assistance programs such as the 
Peace Corps appears to have strongly motivated many U J. health workers to change 
career patterns in order to participate in programs oriented to disadvantaged domes- 
tic populations. Second, concern for the development of health services for rural and 
disadvantaged urban populations is shared by many countries. Candid exchanges of 
information and experience should help the United States to carry out its objectives 
more correctly and etTiciently. Tlilrd, to ensure economic access to health care for 
all Americans, this Administration is committed to the creation of a mtimml health 
insurance program. Development of legislation for this purpose involves several inter- 
national concerns. 

Coverage, Nearly 40 million U,S, citizens travel abroad annually, and over 7.2 
million U,S. citizens now reside abroad. Overseas liealth services for these citizens 
will involve signitlcant expenditures. Alternatives include direct reimbursement and 
reciprocal financing agreements with other countries having national health insur- 
ance schemes. 

ITie Helsinki Agreement calls for international migrant workers to have the same 
rights as host country nationals with regard to conditions of employment and social 
security. Currently, some 5 million foreign nationals legally reside in the United 
States. Seventeen and one-half million visit here annually, and 4 to 12 million reside 
here illegally. Thus, we should include international concerns directly in any plan- 
ning for U.S. natiunal health insurance. 
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Financing. Many developed and developing countries Imve had significant expe- 
nence with national financing of health servicei for large populations. Moreover, the 
problems encountered with increasing demand for health services, third-party dnanc- 
ing, and cost innation are similar in many countries. Consideration should be given 
to a formal, multi-national collaborative program analyzing health cost financing, 
perhaps implemented through WHO. 

What Can Bi Liarned From Other Nations 

Appreciation of the considerable U.S. accomplishments in the field of health 
should not cloud our realization that there are more health professionals, more clini- 
cal practices and research, and more biomedical research found outside the United 
States than inside. Consequently, maintaining the quality of UJ. medical practice at 
the highest level of international standards requires the continuing transfer of knov^l- 
edge and technology to the United States. 

Different countries have developed different health care delivery systems. While 
many of these systems share the same high standards of medical care, they do so 
through widely varying processes. Health services research analyzes the organization 
of these systems and the functioning of these processes. Devalopment of coherent 
theories of health seivices delivery based on an organiied body of data would pro- 
vide a foundation for a systematic approach to the design of efficient, effective 
health maintenance organizations and health systems agencies. HEW, working 
through WHO and other international agencies, should seek to foster such interna- 
tionaj health services research, 

AJthough facing apparently similar morbidity patterns, each developed country 
exhibits dissimilar patterns of diagnosis and treatment of diseases (Bunker, 1970, pp. 
135^1 44; Conover, 1972, pp. 167^180). Clinical case control studies are theobvious 
route to selecting the most conservative course of treatment consistent with patient 
welfare. A strong program of such studies would therefore be useful in providing 
knowledge to reduce medical costs. However, on the basis of perceived ethics, both 
lay and professional communities will probably oppoie trials that test long-accepted 
clinical procedures against new, more conservative alternatives. Cross-comparison 
studies of accepted clinical practices, although administratively difficult to arrange, 
do not suffer from this problem. 

Some health conditions are relatively rare in any given country. Economically it 
would be expedient if those countries with these existing problems could share per- 
tinent research results and knowledge. For example, estimates indicate that 1 
percent of U.S. medical costs may be related to treatment of iatrogenic disease. 
International cooperation in the development of infori^ation on adverse drug effects 
and other such problems may be quite useful in reducing these costs. 
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Our minority populations may exhibit genetically determined diflerttnces in 
response to specific drugs or to other medigal interventions. Clinical and pharnmuo- 
logical researcli seeks to test innovations on a cross section of the population. Drug 
or treatment ineffectiveness or adverse reactions related to the health, nutrition, or 
genetic conditions of minority populntions may not be apparent because of low 
representation of these minorities in U,S, cross'^seutional samples. Thus, international 
eollaboration with countries to which such genetic groups are indigenous will benefit 
the poor in our own population. 

The major impact of international activities on containment of health services 
costs may well come from scientific and professional cooperation. Research and 
development eKpunclitures are signincant components of health care costs. A greatly 
expanded export market in pliarmaceuticals allows reduction of domestic expendi- 
tures, since research and development costs are amortized over both domestic and 
foreign purchasers. Participation in collaborative biomedical research by a strong 
international community may thereby reduce such costs for each nation. 

Preventive Health Sorvicas and International Health Actiyities 

To some degree, international experience can be meaningful to domestic preven- 
tive medicine programs. These programs should focus on immunization; on reduc- 
tion of smoking, alcoholism, obesity, drug abuse, and accidents; on improved 
nutrition; on promoting patterns of childbearing that are not injurious to health; and 
on reduction of environmental hazards to health. 

New methods of implementing programs and influencing consumer behavior, for 
example, can be the subject of international exchanges. International research and 
development on improved vaccines, medicines, and methods of health promotion 
and disease prevention; international planning; research on the impact of various 
environmental and social factors on health; and so forth, will provide valuable tools 
to domestic preventive medicine programs. 

Historically, there are well-established activities in international health which 
have a direct bearing on prevention of disease, Some 40 million people per year cross 
U.S. boundaries. International travelers are potential carriers of disease, and are 
exposed to unfamiliar health conditions and to diseases to which they have not 
developed immunity. The United States has traditionally required immunization for 
travelers from areas of endemic cojiimunicable diseases, and relied on containment 
of outbreaks of imported diseases. This posture appears appropriate, although Amer- 
ican public health officials must maintain their expertise in both containment meth- 
ods and communicable disease processes. 
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HeaJth education nnd preventive medical services received by government em- 
ployees traveling abroad are generttlly excellent. Preventive services furnished to 
Peace Corps volunteers are especially noteworthy. DOD not only provides excellent 
preventive services for military personnel assigned overseas, but has a distinguished 
history of research and development of new preventive methods of tropical disease. 
We emphasize the importance of these efforts and the need for maintenance of 
high-quality services. 

Millions of U.S. citizens travel each year to tropical regions and poor countries 
having a high prevalence of disease. Moreover, this volume of travel is increasing 
rapidly. We must inform such travelers about disease hazards and means of reducing 
them; we must recommend appropriate immunization and make it available to those 
who need it. Federal offices, travel agencies, airlines, and overseas missions should be 
m a position to provide U.S. citizens traveling abroad with written information on 
appropriate preventive methods and medical referral services. 

Disease control and surveillance abroad are also important in the prevention of 
domestic disease. The worldwide campaign to eradicate smallpox, for example, has 
so reduced the threat of importation of that disease that the United States has been 
able to discontinue mass vaccination programs. The Director of HEW's Center for 
Diseaie Control has pointed out that in the 1 960s over $140 million was spent 
annually to maintain a smallpox-free status in the United States. The total U.S. com- 
mitment to the world program to eradicate smallpox was approximately S2S mi]- 
lion. The savings from halting our national smallpox effort recoups this amount 
every few months and will do so forever. 

The border Health program, carried out by joint agreement between the United 
States and Mexico, through the cooperation of the Pan American HeaJth Organiza- 
tion, also has afforded significant benefits in terms of rabies control and reduction 
of other communicable diseases along the length of the Mexican border. 

We must study international action for controlling certain diseases such as hoof- 
and-mouth disease and yellow fever. These diseases pose particular health threats 
and have serious economic impact as well. Epidemiological surveillance of all dls- 
eases which are potential threats to the United States should be strengthened. 
Knowledge of the distribution of disease is important for protecting U.S. citizens 
abroad and for blocking the importation of disease. Such actions can occur through 
both direct U.S. and cooperative international action. The United States should, 
therefore, encourage WHO to take steps to improve and expand the inteniational 
system of epidemiological surveUlance. We should provide needed technical and fl- 
nancia] assistance to developing countries for this purpose. The special institutional 
capacities of CDC, AID. and DOD should be used for this purpose. Iji addition, full 
use should be made of all other domestic and international resou'-ces. 

Naturally occurrini toxins, pesticide and drug residues, industrial pollutants, 
microbiological contamination, and contanilnation by rodents and insects threaten 
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the great quantities of food imported by the United Statas, At present dockside 
inspections and, to a lesser extent, onsite visits to food processing phmts overseas 
require substuntial expenditures. Through bilateral agreements, some countries 
permit inspections and provide assistance to the food processor in upgrading tech- 
niques, Exchange of technicaJ informutlon and transfer of food processing technol- 
ogy reduce the delays often encountered in obtaining clearances for the importation 
of Ibod and, hence, forestall spoilage and waste. 

Improving food processing and storage at its source will benefit the citizens of 
tha exporting country (as well as U.S. citizens residing in or traveling through it); vve 
can thereby assure our own population that imported foods are wholesome and safe. 
There is merit in improving International pesticide tolerances through the develop- 
ment and acceptance of international standards. 

Although imported pharmaceuticals do not constitute a major part of the U.S, 
domestic supply, we are interested in their manufacture^ because U,S, citizens 
abroad may receive them, Somedmes the drugs manufactured in other countries are 
ineffective, unsafe, or impure. In some countries, most pharmaceuticals are readily 
available without prescription. Unsupervised self-rnedication and use of partially 
ineffective drugs can result in the development of antlbiotiC'resistant pathogenic 
organisms. The United States should support the WHO program to assist developing 
countries in the formulation of appropriate drug policies and procedures. 

The Food and Drug Administration should meet these international needs, bene- 
fiting the United States directly, particularly to help ensure the high quality of 
chemicals imported to manufacture drugs in the United States. The United States 
should also participate actively in the free exchange of information through the In- 
ternationaJ Poison Control Center. 

We must establish safeguards against importation of such health hazards as toys 
coated with lead-based paints, or electronic equipment emitting radiation at a dan- 
gerously high level. 

Finally, the United States should take cooperative actions to avoid worldwide 
environmental problems that may affect the health of U.S. citizens. More and more 
countries look to WHO and UNEP for guidance in protection against environmental 
contamination. Air quality guides^ recommended drinking water standards, and en- 
vironmental health criteria should all be disseminated to developing and developed 
countries. The United States has been a major contributor to the creation of these 
standards and should actively continue to support their preparation. 

In addition, we could improve the quality of foodstuffs consumed by all people 
abroad by stepping up our participation in the joint FAO/WHO Codex Alimen- 
tarious Committee on Pesticide Residues, which develops and recommends interna- 
tional tolerance levels to 100 member countries. (Diplomatic approaches to improve 
health by dealing with global systems problenis are discussed in Chapter 2.) 
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&:iBntif jc and Professional Cooperation 

Many benefits acci-ue to the United States from internutional scientific and pro- 
fessional cooperation, A recent survey (Huddle, 1975) cited about 200 specinc in- 
stances in which international uooperative research provided U.S. health gains. Two 
examples are: 

1. About 1 million Americans surfer from Parkinson's di.sease. Treatment was 
largely ineffective until 1967, when the combined efforts of Austrian, Canadian 
Chilean, Swiss, Swedish, and American scientists created L-dopa, a drug pennit- 
ting effective treatment of this crippling neurological disorder; 

2. Polish researchers, supported by HEW, developed new procedures for fitting 
prosthetic devices to amputees immediately after surgery. This shortened the 
long, painful process of recovery for more than 75,000 Americans, allowing 
them to return to productive pursuits 8 months sooner than previously possible 
(Huddle, 1975). 

Obviously much transfer of medical knowledge and technology occurs through 
mternational publication and distribution of technical literature. The role of direct 
personal contact should not be underestimated. The 100,000 foreign medical gradu- 
ates now practicing in the United States and the similarly large number of U.S. and 
foreign citizens who have studied and worked abroad have obviously had an im- 
mense impact on health knowledge worldwide. 

We advocate a strong program of scientific and professional exchange in all coun- 
tries. The United States has an ethical and moraJ responsibiJity to participate in this 
exchange. AithougJi in some instances we may teach a single county more than we 
will learn, we can surely learn more from the world as a whole than we teach any 
one nation. 

Otiier developed countries will serve as the major focus for professional and sci- 
entinc cooperation. These countries also have high densities of professional and 
scientific manpower and large research and development programs. They, too, 
mount programs to improve understanding, treatment, and care of cancers, heart 
disease, and other conditions of utmost concern to the United States. 

Professional and scientific exchange with developing countries can also provide 
major benertts to the United States. Many developing countries possess one or more 
centers of scientific excellence, and the number of such centers will almost surely 
mcrease. Moreover, professional practitioners in developing countries are more expe- 
rienced with certain types of morbidity than are their U.S. colleagues; they may afso 
bring a different professional perspective to their practice. 

In addition to working through international organizations and bilateral agree- 
ments, and providing direct nnancial and technical assistance to other countries, we 
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need to step up exchanges of professional environmental scientists among countries. 
TTiese exchanges would be extremely effective in dissenunating much-needed exper- 
tise to developing countries and in acquiring intelligence on the needs of countries to 
protect their residents, including U.S. citizens, from environmental hazards. Key 
environmental agencies in this country need specinc legislative authority, relaxation 
of travel ceilings, and additional foreign language capacity to activate exchanges of 
specialists and to provide direct technical assistance where needed. Such exchanges 
would allow more systematic dissemination of information to policy makers. 

A focal point in the US. Government for such activity is the John E. Fogarty 
International Center for Advanced Study In the Health Sciences, which was created 
to promote scientific exchange with other countries and to expand cooperation in 
solving global health problems. Since it was established In 1 968, the Center has 
implemented the largest professional and scientific exchange programs in health in 
the Government. The Center currently operates four major programs involving some 
800 scholars-in-residence, visiting fellows, and XJS, and foreign exchange researchers 
each year. 

Opportunities for U.S. health professionals to participate in international actlvi- 
ties have diminished in recent years. Moreover, the inipact of P.L. 94-484* will sig- 
nificantly decrease migration of foreign medical graduates to the United States. 
Thus, over the next decadej alternative means of professional and scientific tech- 
nology transfer, including personnel exchanges, U.S. personnel participation in inter- 
national assistance, and Joint biomedical research and development programs should 
be expanded, 

Conctuslons and RecornniendatfQns 

International activities of the U,S. Government for domestic health purposes 
may be divided into two classes: 

• Those activities related to direct governmental provision of medical services to 
government employees, their dependents^ and others; 

• More general activities to improvej monitor, facilitate, or finance health services^ 
and improve the health of U,S. citizens. 

We have previously stated ^hat it would probably not be advisable to use govern- 
ment facilities for U.S. citizens who are not government personnel or their depen- 
dents. We recommend the exploration of other uses. For example, several such 
facilities might be acceptable for the estabiishment of intemafional centers for clinical 
exchange and researyn. however, the use of government facilities that provide health 



*P.L. 94-4S4 h the Health Profesiions Kducational Assistance Act of 1 916 ^^hjch, among other things, ends the 
special priority given to foreign medical grgduates appiyinf for immigfatbn to the United States. 
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care to US, citizens for other international health objectives creates difficulties. To 
burden DOD overseas facilities with an added workload would, at least in the short 
term, further increase the physician requirements of DOD, 

The diversity and independence of institutions involved in the domestic health 
field seriously challenge coordination. Moreover, the agencies involved - DOD, 
HEW, and the VA ^ are the three largest in the U.S. Governnient. This means that 
they attach little importance to internationQl health activities in their health facili'^ 
ties since thesc3 activities are only a miniscule portion of overall responsibility; and 
that, as bureaucracies, they show enormous i^iertia in regard to any attempts to pro^ 
mote change. Nonetheless, major reforms are in motion in all three agencies, which 
may serve to promote international health programs. 

^Ve recommend the creation of a task force comprising personnel from the De- 
partment of Defense, National Institutes of Health, VA, and the Department of 
State to evaluate alternative uses tor these facilities. 

In order to encourage fiUl private-sector involvement in international profes- 
sional and scientific cooperation in heaJth, we recommend that an international 
conrerence on global health problems be held annually. Each year during the confer- 
ence, participants would bring inteniational and domestic experience to bear on a 
number of specific topics, and the activities of the U.S. Government in international 
health would be reviewed and critiqued: We recommend that conferences be man- 
aged and proceedings published by the Fogarty International Center. Selection of 
topics for discussion would be coordinated among the various government agencies, 
with participation of the private sector. 

We believe the Fogarty International Center should continue to be the primaty 
focus for coordinating and developing these International health exchange activities. 
Additional programmatic elements should be considered to further strengthen 
Fogarty Center activity in this area. 

Decisions as to the appropriate number of persons needed to implement HEW's 
international health program will require detailed consideration. We do not believe 
that they wUl be immediately constrained by a work force of 600. On the other 
hand, the distribution of these personnel may be cause for some concern. FDA, 
HRA, and HSA, with principal responsibilities for many aspects of domestic health 
policy, have relatively few intemational personnel as compa/ed with CDC, NIH, and 
the Office of the Assistant Secretary, OIH. Major improvement in the management, 
orgaiiization, and personnel of PHS international health activities is essential. 

Congressional and popular constituencies for increased governmental interna- 
tional health activities now appear to exist. These constituencies can assist in achiev- 
ing domestic health goals but need to be encouraged to work closely with the 
government. 
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The pursuit of international healtli activities should ensure that potentially use- 
ful medical and health information skills are freely comitiunicated among countries* 
Domestic health programs and workers, in particular, iliould have rapid access to 
new developnients and unique concentrations of health and health services technol- 
ogy in any foreign country. 

International health activities should seek, insofar as possible and economically 
justifiable, to eliminate health hazards transmitted across our borders, those origi- 
nating within tJie United States, as well as those imported froni other countries. 

The United States should try to ensure tliat all its ciliE:enslivi:ng and traveling 
abroad have access to preventive and curative health services. Similarly, agreements 
should be worked out for tbreign nationals living or travelinfi in the United States so 
that they may have access to health services. 
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Private-Sector Involvement 

The private sector will continue to play an important role in the field of inter- 
national affairs, especially in the international health arena. While U.S. Government 
funding of overseas aid ranks l2th among 17 OECD countries in terms of proportion 
of gross national product (Organization for Economic Cooperation and Develop- 
ment, 1975), U.S. private-sector funding overseas (about S I billion in 1975 accord- 
ing to OECD) ranks third behind Sweden and Switzerland (Overseas Development 
Council, 1977). Furthermore, private aid includes more than money and property. 
Voluntary donations of time and effort by the private sector are not easily measured 
but add substantially to the size of already signiflcant funding contributions. 

Major private-sector groups include private voluntary organizations (PVOs), 
labor organizations, universities, foundations, and corporations (see Figure 8 for 
legal distinctions among these groups). They engage in research, education, training, 
and delivery of health services. 

U.S. PVOs contribute significantly, aloni with governments and international 
organizations, to the creation of institutions in developing countries. Foundations 
and university groups frequently help at the higher, or apex, levels, and voluntary 
organizations frequently help at the lower, or grassroots, levels. Labor organizations 
typically help indigenous trade unionists. Private corporations contribute less obvi- 
ously because of their primary business mission. They produce and sell health 
products but also function as employers, Often they provide health benefits to em- 
ployees and dependents, and in some cases contribute cash, property, and services in 
support of local health goals. 

The characteristics and goals of voluntary organizations vaiy widely, Each has its 
unique purpose, style, and constituency. Some need government support; some need 
private foundation support; and others require corporate support, U.S. universities 
depend on their own endowments, contributions of private foundations, business, 
and government, or all combined. The private foundations, which are important ' 
sources of funds, exhibit a wide range of organization and programs - from the 
well-endowed foundations with substantial staff support (some overseas) to those 
with limited endowments and with relatively small staffs. 

In 1973,* Congress endorsed its belief that private orianizations can work more 
closely with government agencies to improve U.S. effectiveness in mternational 
health. This endorsement represents explicit conft-esstonal recognition that the pri- 
vate sector performs a unique role In foreign assistance. 



•93fd Congress. ENcember 17, 1P7J. 5. 1 143. Forel|n Asiistsnce Act of 1973. Public Law 93-189. 87 Statutes 
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While It would be unrealistic to suggest that private-sector groups assume full 
responsibaity tor the proviiion of adequate health in developini nations, we do 
believe that thay can ably bring to the international health field innovative ideas ajid 
techniques. In fuller partnership with the governnient, however, private-sector in- 
volvernent could become even more effective. The potential for an enhanced part- 
nership between the public and private sectors is the suhject of this section of our 
assessment. The activitiei of private voluntary organizations, labor organisations, 
univeriitles, foundations, and corporations each differ m^kidly, but we have idanti- 
fied some common issues found frequently among these organizations. 

Diversity of Private Voluntapy OrganiiatiO/ns 

Private voluntary organizations di^r according to the extent of their involve^ 
mant in intemationa] health: Some are involvfd totally in international programs 
(Helen Keller International); others cany out dbmestic and international prop-ams 
(the Nutrition Foundation); and others operate only domestically to innuence inter- 
national health policy. Some PVOs are engaged solely in health work CMedic Alert); 
0 theirs have a multifaceted program of which health is only a part (CARE). Some 
PVOs limit their aperations to a given country or geographic area (America-Bureau 
for Medical Aid to China); others are active in a large number of countfies (Amed- 
can Red Cross). 

Inasmuch as the private voluntary organisation mirrors the diverse interests of 
the American public and the Ingenuity of the American spirit, a com/prehenslva defi- 
nition of PVOs for all puiposes and times Is impossible. Any attempt to characterize 
PVOs by dimensions such as size of staff, size of biidgelt, age,, or geographic origins 
would be unfair and lead to unreasonable comparisons. To some degree, it could be 
arguied that any specific PVO' is now ''appropriate'' (appropriate siie, appropriate 
age, etc.) for v^^hat it Is attempting to accomplish. Noneiheleis, students of PVOs and 
government agencies constantly face the need to distlnioish PVOs from non'-PVOs. 
Various ways of framing a set of characteristics have been prepared. We can distin- 
guish three of the more obvious categories: the legal, the orianiEational, and the 
functional forms. 

• Legal form - From the legal point of view, the distinctions between PVOs usu- 
ally start mth the cat^pry '*ndnprolit oiianization'* in US. tax law (see Figure 
8). Among nonprontppups, certain organizations, such as foundatioiJis and 
labor unions, are usually excluded from being considered PVOs. For uistajice, 
the Agency for Intemational Development excludes nonprofit universitfcs and 
other iuclf Mucational organizations, scientifle and research organiEatioJis, and 
PVOs not meeting certain other criteria related to PVO registration and grant pro- 
p^ams. The United Nations excludes from its re&stration propam^ those PVOs 
which are not an International parent oiianization. Of the thousands of PVOs in 
the United States, less than 200 among those that apply are now registered offi- 
cially 6y the A^ncy for International Developnient Advisory Committee on 
Voluntary Foreign Aid. 
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• Orianizational fbrm - With respect to organizatiorial arrangements, PVOs in 
international work tend to be more ojften national in character with relatively 
small membershipf and few local domestic chapters (except churches)= They 
operate with paid staff and volunteers, without depending too heavily on their 
membership. Some PVOs are affiliated with similarly focused organizations trom 
other countries. Their ties are often fairly weak, each member organization 
cariying out its own program with little or no support or interference from the 
parent iroup. The diversity of PVO internal organizations makes it difficult for 
governments to prepare suitable guidelines and procedures, except in the broad- 
est humanitarian terms. There may be no Ibrmal hierarchy in a PVO, and leader- 
ship may be highly decentralized, differing sharply from the bureaucratic 
leadership in government. 

m FunctiDnal form Health-oriented PVOs function in three major areas. One area 
concams pi^blic information, where the basic objective is to contribute to U.S. 
understanding and support of international health. The second area involves 
efforts to influence international health policy and its implementation through 
advice and consultation, aitd by public testimony before Congress, The third 
area encornpasies provision of funds and other forms of direct assistance. 

Another distinction can be made with respect to PVO operations overseas. These 
are sometimes divided into two categories: 

(1) agency organiizations, which are primarily concerned with providing educa- 
tion, preventive and cyrativa seirices, and emergency relief; 

(2) professional associations in international health, which are primarily con- 
cerned with upgrading: knowledge, skill, standards, and working conditions of health 
and health-related professions. Typical agency PVOs are Project Hope, Medic Alert, 
and the Ajnerican Lung Association. Typical professional PVOs are the American 
Nurse's AssQciation, Arniericgn Hospital Association, the American Medical 
Association, and the Anaerican Public Health Association. 

PVOs may be categoirized in many other ways - for example, medical, public 
health, popuktian, and nutrition; religious and nonreligious; and disaster relief and 
developmentaL Theie is, however, so much overiap among these functions (as any 
oiae PVO could be involved in several of these activities) that the problem of how to 
identify and how to count PVOs presents no ready solutions. 

Churches as PVOs. Within the diversity of PVOs, the substantial contribution 
from one clearly ideiitifiable category, the churches, deserves special attention. 
Religious institutions are moving beyond the missionary and evangelical justificatioii 
for their work and have been p-adually increasing their developmental efforts. The 
existence of sister churGhes as indigenous institutions in host countries provides an 
effective means for channelin^g outside support into a host country which would 
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Otherwise be sensitive about receiving direct outside support. CatliolLc Relief Ser- 
vices, Church World Services of the Protestants, the World Council of Churches, and 
other such church-related organizations are also very active in the Third World, as 
are smaller denominations, such as the Quakers of the Mennonite Central 
Committee. 

Cooperatives as PVOs. UJ. cooperatives and credit unions have been instru- 
mental in establishing cooperative structures in other countries. The cooperative 
form of organization at the community and village levels is consiidered beneficial to 
health projects and to development generally; in this respect there ha%^e been numer- 
ous successes in Latin America. 

A constraint on the cooperative movement in the Third World, according to 
some observers^ is that the cooperative approach may require a specialized type of 
education for carrying out shared responsibilities. This is debatable. In some cases, 
village co-ops in rural and rather primitive settings have worked well because of 
social and cultural homogeneity. 

Government Support of PVOi. The President, by congressional jnandate, is 
directed to ''encourage and support, to the maximum extent practicable, the inter- 
national assistance efforts, aims, and activities of UJ. voluntary organisations quali- 
fied for such seTOce/'^ This support has taken the following forrns: 

• Grants to assist the infrastructure development and/or support the iniplemen- 
tation of programs or projects of PVOs; 

^ Contracts to purchase expertise and/or services from PVOs; 

• Goods and/or equipmant for PVO operations overseas: 

• Surplus food and other goods to host countries under auspices of PVOs; 

• Transport of goods and equipment obtained by PVOs for use overseas; 

• Guidance (in country) through US. Embassy and Mission personnel to PVO 
staffs and consultants in matters relating to protocol, contacts, introductions, 
and so on; 

« Ongoing dialog with PVO personnel to stimulate interest in international health 
needs and guidance on how PVOs can work with government in helping meet 
needs; 

• Opportunitfes for PVOs to beconie familiar with govemment policies, proce- 
dures, and resources (workshops, conferences, and pubiications); 
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• Tax incentives to encourage the public to donate cash, comniodities, and tech« 
nical services to PVO overseas progranis. 

The Agency for International Development provided some S83 million in grants 
and contracts to private and voluntary agencies In FY 1976, Including additional 
support extended through ocean freight, exceis property, food commodity propams 

480, Title II), and grants for emergency disaster relief, AID-administered sup- 
port to PVOs amounted to S415 niillion during FY 1976 for all sectors, including 
health. 

Number of PVOs in the United States. An accurate count of the number of 
PVOs engaged in international health activity in the United States is lacking. 
Roughly 400 PVOs are engaged in third-world country development and about 300 
are substantially engaged in international health. About 50 have a primary focus on 
"medicine and public health/' Others have a broader focus such as food aid, disaster 
relief, refugee relief, or development assistance^ 

Rola of PVOs 

The following list, though not exhaustive, outlines the bulk of activities in which 
PVOs engage, primarily in developing countries. 

• Provide direct health services Cespecially in disaster relief or during an epidemic); 

^ Provide technical assistance or consultants to developing countries for the 
purpose of designing, implementing, and evaluating programs; 

• Award grants or other fomis of financial assistance to aid governments and/or 
communities In Implemanting projects; 

• Provide training opportunities for individuals; 

• Provide food, other commodities, and equipnient for country programs; 

• Conduct research activities; 

• Provide technical guidance on selection, sources, and availability of 
commodities; 

• Sponsor conferences, meetings, travel, publlcatioii of documents, and educa- 
tional material for exchange and dissemination of Information; 

• Engage in other diverse activities but all within the general categories of health, 
education, and welfare, 
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,^ PVO Accomplishman^ 

Althou^ many came into being as relief agencies, especially since World War II, 
PVOs are now reforming their activities to meet long-term development objectives. 
PVO achievementi in International health have bean suhstantial, reflecting their di- 
versity, uniqueness, and capacity for Innovation. These characteristics enable PVOs 
to move swiftly, flexibly, and imaginatively into a new area of critical need; to arrive 
at an objective appraisal of a situation free of political influence; to engage in con- 
troversial activities; to experiment In an unfettered manner; and to give sympathetic 
personal attention to the variety of human problems that beset our increasingly 
dehumanized world. 

No thorough assessment of PVO international health capacities^ accom- 
plishments, and limitations is available to guide private and public decision making, 
even for the near future. Recent studies of voluntaiyism and philanthropy identify 
certain PVO features which both contribute to their past success and appear to be 
especially vulnerable for the coming years. Such problems as these demand atten- 
tion: How can a PVO active in international health defend Itself against worldwide 
rising inflation? How can a PVO attract technical expertise for International health 
activities at a time when multilateral, government, and business enterprises are m^- 
ing strong competing offers to people with the necessa^ skills for development 
work? More systematic studies are needed which can provide an understanding of 
these problems. 

The PVO documentation presently available is largely descriptive and historical; 
our assessment of PVOs relies on more recent studies ^^hich address matters of 
urgent importance to PVOs and focus on the constraints faced by PVOs in providing 
their services, as well as public and private mechanisms available to relieve those 
constraints. 

Current Llnriitations to PVO Activity 

Three faQtors impose limitations on PVO activity today: funding, the attitudes 
of developing countries themselves, and the activities of the U.S. Government. 
Recent declines in the numbers of contributors to PVOs, accompanied by a prolifer- 
ation of new voluntary agencies, have imposed a severe financial constraint on PVOs. 
Govemment contributions have also declined. While PVOs t^ to emphasize develop- 
mental goals in their pro^ammingi funds used directly for humanitarian acts are 
easier to solicit. Consequently, PVOs are forced into intense competition for a 
shrinking pool of resources. 

Developing countries. The internal demands on PVOs as they adopt a new role in 
development of host country self-reliance are not well understood. Beyond associ- 
ated funding difficulties, the new functions apparently require PVO staffs to operate 
somewhat differently than in previous times. To achieve greater effect, PVOs need a 
clearer undentanding of the political, operational, and administrative requirements 
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of the host country. They can evolve by using their permanent presence in the host 
country to transfer assistance which will develop local capacity. 

Host countries have different perspectives on what role both U,S* and indigenous 
PVOs are expected to play. The activities of both types of PVOs are often limited, 
compounded by unfamiliarity with local laws and procedures. For example, unfavor- 
able customs and duties regulations restrict U.S, PVOs in supplying capital, equip- 
ment, and materials. In addition, local PVOs have Few skilled staff members. Often 
U.S. PVOs will assist indigenous PVOs in the management and administration of 
projects, ultimately discouraging self-help initiatives. 

Some host governments consider it politically iiiappropriate to have indigenous 
participation and sel^reliance programs funded by UJ. PVOs. Indigenous con- 
straints exist whereby host-country taK arrangements may discourage local private- 
sector purticipation in, or financial contributions to, local PVOs, Typically, local 
PVOs are dependent upon their government for the nnancial support of their activi- 
ties, thus few incentives exist for them to undertake activities which increaie sel^ 
reliance. 

U.S. Government. Selection of a proper role for the U.S. Government in relation 
to PVOs is difficult. We believe cooperation without control would be reasonable, 
but difficult to arrange. However, a better understanding of what the relationship 
should be and how we can expand PVO involvement in international health should 
be a matter of careful study. 

As U bilateral development assistance policy evolves from provision of services 
to development of self-reliance, the optimum form of cooperation between AID and 
PVOs must also change. At present, the linkages between AID and PVO policy are 
sometimes unavoidably mismanaged. For example, AID contracts and grants to 
PVOs sometimes expire before lasting change can be achieved; AID grant support 
can be used to develop existing PVO infrastructure, but cannot be used, except in 
certain specific ways, to develop host-country PVO infrastructures. 

Understandable tension arises between AID and PVOs because of their different 
styles of operation: AID, a bilateral donor, provides financing to PVOs engaged in 
international work. However, many AID officials are aware of this dilemma and are 
working to find ways of improving operating relations between the two. According 
to PVOs, undue pressure from U.S. Government agencies to spend congrassionally 
allocated funds within a fixed time frame often results in PVO selection of inappro- 
priate projects and/or formulation of inappropriate plans, thereby reducing the effi- 
cacy of the PVO mission. PVO effectiveness is also reduced by overly detailed and 
inflexible restrictions on where (by countiy) and for what (by program area) type of 
activities government funds may be used. Such restrictions often conflict with PVO 
autonomy of interests, values, and professional expertise. Furthermore, excessive 
restrictions and regulations surrounding the purchase of commodities restrain U.S. 
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PVO project implementation, often forcing purchase of inappropriate supplies and 
equipment, and forestalling resource and infrastructure developnient in developing 
countries* 



Another major area of constraint placed on PVOs by government is the expan 
sive burden of planning and administrative requirements. These include: 

• Accountability requirements which force PVOs to attempt to attain inimediate* 
tangible, quantifiable results v^hich cannot be achieved in the short term and for 
which evaluation measures have not been devised. For example, the most signifi- 
cant impact of PVO programs may be in awakening a *'can do'' sel^reliance 
attitude; 

• Documentation, bookkeeping, and accountability requirements seyarely tax the 
resources of PVOs, especially the smaller agencies; 

• The complexity of government procedure and bureaucracy is paralyzing. The 
iead time necessary to develop and negotiate a grant or contract through govern- 
ment channels places severe operating constraints on the PVOs and the host 
country; 

• PVOs^are left to their own devices to negotiate and coordinate with the plethora 
of offices which must give their approval before funding is granted; 

• Government desire for standardisation, as reflected in regulations arid proce- 
dures, inhibits PVO and host country innovations; 

• Administrative personnel in government make professional program decisions 
which are contrary to the profeisional judgments of PVO staffs. 

PVOs find, too, that government funding often becomes a foreign policy instru- 
ment rather than a technical reiource; that such funding may contribute to neglect 
of a people-^tO'-people approach; and an over-reliance on the "trickle-dovvn" 
approach may minimize promotion of international voluntaryism and may provide 
inadaquate tax incentives or even disincentives for funding from fragmentary 
sources. 

PVOs acknowledge that the most important decisions in foreign-aid funding 
program selection, planning, and impJementation are primarily in the hands of 
AID regional officials, not the PVOs themselves. Although new foreign assistance 
legislation encourages self-reliance and the use of PVOs in the process, regional staffs 
tend to resist this approach, causing significant problems between PVOs and govern- 
ment agencies, AID regional officials prefer to concentrate on the diplomatic prac- 
tices of bilateral pursuits and, if private assistance is necessary, utUlEe only the larger 
PVOs. Dealing with a few large, well-organized PVOs appears easier than troubling 
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with the diverse, more localized efforts of smaller PVOs. In tact, because the smaller 
PVOs typically involve themselves directly at the social level of the problem, AID 
officials may view smaller PVO methods as unconventional and haphazard. 

In summary, competing interests, values, and priorities, combined with dissimilar 
operational procedures, cause most PVO problems. The issue is one of independence 
and autonomy. Their nexibility is constrained mainly by the accountability require^ 
ments resulting from involvement with the Federal Government. According to the 
PVOs themselves, governnient dollars tied to government demands reduce the very 
effectiveness the government seeks to gain, 

PVOs and Their Impact on Intirnational Health 

PVOs pursue a full range of activities in international health which especially 
emphasiza a people=to-people approach at the grassroots level. The effectiveness of 
PVOs in these efforts can largely be attributed to flexible, imaginative, and humani- 
tarian responsiveness. As the role of PVOs has shifted somewhat toward long-range 
deveioptrient programs as opposed to the basic short-term relief activities in which 
they originally participated, they have signiflcantly increased their impact on world 
health. To keep pace with this expansion in the midst of intensifying competition 
for private-sector funds, many PVOs have sought U.S. Government funding. The 
governnient has been attracted to PVOs because of their successful record in the 
field. 

We hold that many of the questions raised in this assessment, particularly the 
need for a national policy for international health, require the joint decision of sev- 
eral government agencies, as well as the private secton In lieu of one individual who 
could make all necessary decisions, we anticipate that some mechanisms will have to 
be estabiished to bring together private-sector and government representatives. Such 
a fomm could address problems arising from PVO and government relations. 

Racommienditions Conotrning PVOs 

PVO and Government Collaboration. A partnership between the U.S. Govern- 
ment and PVOs should be developed. No such focal point of responsibility now 
exists outside of AID s Bureau for Private and Humanitarian Assistance. Consider- 
ation should be given to establishing a responsibility for PVO aflfairs in the various 
activity centers for International health in the departments and agencies. (The 
existing Advisory Committee on Voluntas Foreign AID is too diverse to focus on 
International health.) In this way PVOs would have points of contact for seeking 
guidance, expressing concerns, obtaining grants and contracts, acquiring information 
on poliey and programs, and so forth. PVOs could be assisted in their transition 
from providing relief and other humanitarian efftrts to development, or in their 
attempts to integrate activities into a combined health, nutrition, and ftmily 
planning approach. 
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Utilization of PVOs could increase if the U,S. Government would adequately 
encourage (financially or through policy leadersliip) its agencies to use them in 
development and in health. PVO legitimacy would be enhanced by a clear statement 
on international health policy by which they could adjust the orientation of, and 
establish more stability in, their activities. Funding issues, such as the balance 
between short=term and long-term funding for PVOs, could be more appropriately 
addressed. 

Collaboration Among PVOs. PVOs could organize federations or consortia 
among themselves, centered on their Jiiterests, and thus make their views more effec- 
tively known to government. For example, organizations concentrating on delivery 
of services (CARE) or those providing technical assistance could combine, establish 
an international headquarters similar to the International Red Cross, and address 
themselves to Third World problems on the basis of shared experience, Given their 
collective expertise, such groups could then expand their surveillance potential for 
monitoring international health needs. Specific impact assessments of their efforts 
could then be more successfully promoted in government and international organi- 
zations such as WHO, FAO, or IWCTAD (United Nations Conference on Trade and 
Development). Furthermore, given a broader base from which to state their general 
goals, a more measurable impact could be generated with regard to priority setting, 
resource allocation, and funding. 

PVO Use of Government Funds. PVOs argue that they are reluctant to accept 
U.S. Government funding for a number of reasons. They are: 

• The U.S. Government places low priority on certain developing countries where 
needs are greatest; 

• The U.S* Government makes short-term grants which do not assure continuity of 
interest and support; 

• The U.S. Government targets its funding and overemphasizes one program (re- 
duction of population measures) at a cost to other programs. 

Indeed, PVOs contend that since U.S. Government funding is targeted and repre- 
sents a substantial share of the total funding of PVOs, the PVO becomes no more 
than a quasi-govemment agency carrying out targeted programs. 

In addition to collaboration among PVOs, a closer association among PVOs in 
the international health field and Federal agencies should be encouraged. One pro- 
posal often suggested by PVOs we consulted during this study would be for the Fed- 
eral Government to allocate long'-term funds for the establishment of a Natioml 
Endowment for Intemational Health along the lines of the present National Endow-- 
ments for the Arts and Humanities. Careful study of this proposal should be under- 
taken. 
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The attributes of the endowment might include the fbllowing: It would stimu- 
late nnancial support and provide technical and planning assistance for PVOs; it 
would not operate field projects. It would focus on basic human needs, since health 
should be integrated with other development activities. It would finance only U.S. 
private nonprofit organizations. It should be apolitical and avoid entanglements with 
national or multinational governmental bureaucracies. It would be an independent 
entity directly responsible to the President and a governing council of Its own* 

The endowment would be structured so as to facilitate support of PVO health 
and development activities overseas through the use of nexible grant and contract 
guidelines. Grants would be free to coincide with foundation goals. This separateness 
from ofncial U.S. Government development activities would serve to attract private 
foundation funds in joint financing of projects in research, training, education, and 
services in international health. 

Independent funding would also permit integration of foundation and U.S. 
multilateral funds and manpower. The Consultative Group on International Agri- 
cultural Research, established by the World Bank and the U.S. Government and 
involving staff and money from both the Ford and Rockefeller Foundations, pro- 
vides an example of this three-way input, 

PVO and Multilateral Collaboration. U.S. PVOs, because they are not interna- 
tional entities in their own right, often find dlfTiculty in collaborating with multi- 
lateral organizations. Tlie United Nations, through its New York headquarters, has 
established two mechanisms whereby PVOs may obtain an international consultative 
status to partially alleviate this problem. The first mechanism operates through the 
Office of Public Information, the second grants consultative status to a PVO In con- 
junction with the United Nations Economic and Social Council (ECOSOC). 

Consultative status conferred by the Office of Public Information is the more 
generally preferred, owing to political implications of any membership application 
to the United Nations. Decisions relating to acceptance are made by the Secretariat. 
Criteria for selection are based almost solely on the merits of the organization's 
information programs and their potential for redisseminating information on behalf 
of the United Nations, 

Decisions affecting ECOSOC membership are made by a IS-member government 
panel, and depending on the composition of the panel, the decisions can become 
political. Once accepted, however, PVOs may make statements related to policy 
formulation, provide technical expertise (particularly as it relates to health and med- 
ical services, education via satellite, and agriculture), and contribute to the ^Tunds- 
in-trust" as established through the Technical Assistance section of the UNDP for 
jointly operated propams, * 
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The United Nations does not have a precise method for defining international 
PVOs, nor does it offer international accreditation. ThrougJi membersliip in 
ECOSOC, it can, however, give prestige. Attempts at consolidation of varioim seem- 
ingly related PVOs have proven unsuccessful and are no longer encouraged. ECOSOC 
argues that most PVOs are organized in accordance with very specinc by-laws and 
although they may appear to support similar objectives, their underlying purposes 
preclude a more general union. For example, several PVOs may aspire to upgrading 
the status of women or expanding their role in the development of their societies, 
but each tends to focus on these issues in a slightly different manner. Therefore, if 
consolidation is to be attempted again, it will have to be cognizant of the self- 
imposed limitations of most PVOs. 

PVO and Host Country Collaboration. PVOs could function more effectively if 
private-sector and U.S. Government guidelines were established which would; 

9 Provide incentives to encourage the practice of voluntaryism and self-reliance In 
host countries. For example, programs which link U.S. citizen groups to volun- 
teer citizen groups in developing countries of the world could help to exchange 
information on public health matters and provide manpower training and health 
services. Returned Peace Corps volunteers are an untapped resource for educat" 
ing the U.S. public on development issues. They can Increase the potential for 
linkages between volunteer citizens groups in the United States and in develop- 
ing countries. The potential for such linkage would also be increased by broad- 
ening the base of U.S. citizen participation on PVO boards; 

• Encourage U,S. PVOs to foster cooperative voluntary action among those pro- 
viding host country leadership and among private-sector resources; 

• Require matching amounts from either U.S. Government funds or from host 
country PVOs for project development in International health. 

In most developing countries, the usefulness of PVOs is not acknowledged. As a 
result, national development plans and planning sessions usually omit both foreign 
and domestic PVOs and their nnancial, technical, and political resources. 

PVO and U.S. Collaboration Abroad. The absence of mechanisms to coordinate 
U.S. health policy in developing countries leads to misunderstandings, lack of coor- 
dination, and sometimes connict between official U.S. actions and those of PVOs 
operating In international health. One of the most serious problems is the lack of 
coordinated effort between governments and PVOs. 

Often, too, PVOs have little or no contact with U,S. agencies in a host country. 
This may be due in part to PVO isolation, attitudes on separation of church and 
state, their knowledge that U J. agencies deal with officials of developing countries 
at the top level, and the complexities of U.S. requirements and procedures to obtain 
support or even advice. 
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In a regent survey of PVO relationships with U J, officials in developing coun- 
tries, it was found that one-half of the PVOs thought the U,S, officials in these 
countries were poorly informed about PVO activities. Only one PVO in five per-^ 
ceived US, officials to be well informed; these were apparently the larger PVOs 
which work closest with U J, officials and receive surplus goods, excess food, and 
family planning supplies. Three of four PVOs surveyed never were consulted by U 
ofncials in the developing country. 

AID officials usually respond directly to the needs and requests of developing 
country officials. Consequently, an opportunity exists to bring PVOs into discus- 
sions between U.S. and host country officials concerned about health needs. The 
United States, however, does not now have health experts on site in many develop- 
ing countries. Establishment of a PVO health focal point in the U.S. Embassy of 
each developing country would encourage more collaborative efforts- 
Need for a Data Base on PVO Activity. No data are collected on a standard basis 
describing the participation of foreign and indigenous PVOs in countries of the 
world, and their characteristics. Donor oiianizations, donor governments, and recip- 
ient organizations and governments require such information. For governments of 
developing countries, the number and location of Indigenous PVOs and other data 
are essential tools in developing their national health plans. We believe this informa- 
tion should be gathered, as It will increase public involvement at both operational 
and functional levels. 

Labor Organizations and Their Rola in jnternatlonal Health 

Labor is becoming increasingly involved in improving health care for trade 
unionists in developing countries. Among all unions, the AFL-CIO is most involved. 
It has links in Asia with the Asian-American Free Labor Institute (AAFLI); in Afnca 
with the African-American Labor Center; and in Latin America and the Caribbean 
with the American Institute for Free Labor Development. The first of these organi- 
zations has committed neariy $470,000 to health since its founding in 1968; the 
second has contributed $1,500,000 over the last 5 years; while over the last 10 
years, the third institution has spent $285,000, 

Labor concentrates on "impact projects" in developing countries and gives spe- 
cial consideration to the needs of area trade union workers and their ftmilles; the 
latest "reading" of local attitudes; and the community's readiness to complement 
the project. 

After programs have been selected, there is little direct involvement of the AFL- 
CIO. Propam requests of the union substantially detemiine contributions to the 
host country, and consist mainly of medical and dental equipment, drugs, mobile 
clinics, medical supplies, and funds for construction and renovation of health facili- 
ties. In Zaire, for example, the Workers and Peasants Solidarity Fund (CASOP), a 
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body within the Union Nationalc des Travatlleurs du Zaire which provides a nation- 
wide program of medical car& and social assistance, is aided through the African- 
American Labor Center. Together they provide one vehicle for transportation, 
pharmaceuticals, medical Instruments and supplies, and training seminars. 

Mobilization of Political Resources, Trade unions in developing countries are 
demonstrating a significant capacity to influence the policy decisions of their gov- 
ernments. U.S. labor organizations, through their advice and support to foreign trade 
unions, have influenced health policies abroad in recent years. Consequently, Amer- 
ican international labor organizations with overseas activities are being Identified by 
adversary groups as instruments of U,S. foreign policy. 

International trade union members are creating grassroots organizations with 
demands accurately reflecting the needs of industrial workers and their families. 
Increasingly, demands for greater health care have bean voiced and upper echelons 
of the labor networks have recognized these demands. Consequently, although 
improved health care is not one of labor's primary focuses, it is becoming a larger 
concern. 

While the AFL-CIO's international labor organizations can respond to health 
needs with the strategic provision of supplies and funds, union leaders in host coun- 
tries also can use their political influence to respond to demands for improved health 
care. In Turkey, for example, as a result of union and AAFLI activities in the Mi- 
^ant Agricultural Worker's Health Program (which Involved a shelter program and 
an accompanying publicity campaign), the Ministry of Health proposed that the 
government's 1 977 budget include funds for 20 shelters; that the regional govern- 
ment promulgate health standards for workers' field camps; and that all migrant 
workers'be eligible for treatment in state-owned hospitals. Thus, the trade union 
represents a new element of power in health policy leadership in developing 
countries. 

Negative reactions toward labor's use of its political influence have arisen abroad 
when labor helped to establish social security systems in which workers received 
greatest benefits while the poor received relatively little. To the poor in developing 
nations, organiEed labor represents a target (m upward mobility. 

Provision of Educational Services. A smaller, but inipoftant, component of 
labor's health strategy is the provision of educational services for trade union mem- 
bers and their families. Topics include basic health practices, ftmlly planning, mater- 
nal and child health care, and nutrition. Unionists are trained In these areas and then 
the training is incorporated into their regular education semce. 

Dissemination of Information and Knowledge. As labor's activities in health have 
expanded, continental and international seminars have been conducted to dissemi- 
nate informatJon gained from the experiences of various program efforts. 
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Limitations to Labor's Involvemsnt in International Health and 
Somi Future Oirectioni 

Smce international health is not central to union obdectives, unions are limited in 
their funding of relevant progrums. If, however, workers' needs are not met through 
other private or public means, their continued demands may force greater participa^ 
tion of labor m the health sector here and abroad. 

Because of the present low priority for Improved health care, labor activities in 
his area rely heavily on local planners and/or outside help. While this circumstance 
limits broad planning and possible integration with oiigoing health programs In this 
country and overseas, it does enhance local or other types of U.S. participation. 

The scope of labor's activities in health and other areas is further limited since 
programs can be mitiated only in places where unions exist to request them Conse- 
quently, labor activities tend to be found In urban centers rather than rural areas 
Unfortunately, the greatest health care needs of developing countries are in rural 



Although labor's part in international health may be small in relation to the role 
of other pnvate-sector actors, its activities display features which could significantly 
enhance the effectiveness of the more prominent contributors. TTiese features 
include; 

• Mmimum involvement - By relying on a self-help policy, labor has avoided 
creating dependencies on its programs. Thus programs can continue without the 
presence of orgarsized labor, 

• C/pward planning versus downward planning - Labor's program planning mech- 
anisms give close attention to requests from the lowest level of organized work- 
ers; these people provide a clear picture of their needs. Much of the efflcacy of 
labor programs is due to this type of mechanism. Recent U.S. foreign assistance 
health projects have also involved establishment of local planning committees to 
determme local health requirements. Rather than merely suggesting changes in a 
system miposed on the community by outside planners (as is typically the case 
m government foreign assistance efforts), the indigenous trade unions initiate 
and pursue the development of locally determined health programs. 

Local trade unions have demonstrated that participation of indigenous volunteer 
organizations encourages self-reliance, re.suits in minimal need for outside support 
and reduces costs for the U.S. Government and private organizations. We believe ' 
that the govemment and private Institutions involved in international health could 
give greater attention to these features of U.S. labor activities. 
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We believe labor could also expand its role substantially in international health- 
Its continued and broadened successes certainly would enhance the attractiveness of 
unionization to laborers worldwide. 

The Univirsitiii and International Health 

Education of U,S. Health Professionals. Many universities in the United States 
offer courses, programs, or degrees heavily related to international health. U.S. stu- 
dents in health and related professions go abroad not only to study but also to do 
research and to gain clinical experience. Many of these schools award acaderijic 
credit for foreign experience, but determination of credit hours is a problem. Al- 
though some are self-supporting, many students receive financial aid from various 
sources. These include the U,S. Goveriiment, U.S. corporations, private foundations^ 
and the universities themselves. Many schools are concerned about the extent of 
supervision provided to students and the difficulty in evaluating their gains in skills 
and knowledge. 

Education and Provision of Skills to Foreign Students. Many of the current 
health ministers and leaders in developing countries have been U.S.^ducated stu- 
dents. Upon completion of their health studies, they returned to their home country 
to assume responsible posts. On the other handj many students make the decision to 
stay on as health professionals in the United States. The pattern of health manpowar 
migration is described in Chapter 8. 

Foreign professionals trained at U.S. universities return home oriented toward 
health practice in the developed world. They are equipped with methods and tech- 
niques appropriate to U.S. technology but not adaptable to their own national needs 
and level of technology. Such people either overcome these obstacles and become 
prominent in the health affairs of their country, migrate to an environment in which 
they can function, or become frustrated and subsequently drop out. Clinical experi- 
ence provided to foreign medical students at university-affiliated teaching hospitali 
is often somewhat inappropriate due to lack of adequate attention to their specific 
training needs. 

Thus the role of U.S. universities in the training of foreign health professionals is 
both beneficial and also potentially problematical. 

Provision of Faculty Services Abroad. University faculty members work abroad 
as visiting professors or advisers, often focusing on host nation health problems, 
Usually a m^or constraint on faculty participation abroad is the concern that a corn- 
mitment to overseas service could threaten professional growth or tenure status. 
Another constraint is the need for financial security; restrictions on leave policy may 
also be an inhibiting factor. Finally, replacement costs are incurred by the univer- 
sity. A senior faculty member taking leave to do overseas work helps to cut the 
school budget or may, in some cases, permit unused salaries to be appropriated for 
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the hiring of onu or more junior people as replacements. The high cost of finding 
and oriL-nting replacement personnel, however, may eliminate any such opportunity 

Formation of Consortia for Cooperative Effort In Support of Foreign Schools. 
.Many U.S. universities tbrm consortia In an attempt to broaden their progranimatic 
input into iriternational health. They may operate througli a tbrmal corporate struc- 
ture, as in the case of the Mid-western Universities Consortium for International 
Activities (MUCIA), or on an ad hoc basis. Their objectives may be narrowly 
defined, as with Case Western's schistosomiasis project, or more broadly stated. Gen 
erally, consortia are established to achieve particular project objectives with an an- 
ticipated life expectancy directly correlated to the funding potential of the overall 
program. 



Currently, few such consortia exist. The MUCIA Health Center was dissolved in 
June 1 977 for lack of adequate funding. The Director of the MUCIA Health Center 
stated that international health is generally considered to be a low-priority Item and 
therefore cannot compete successfully with the general orientation toward agricul- 
ture common among land-grant schools. Other consortia have been terminated as 
projects have been completed. If consortia are to be encouraged as viable mecha- 
nisms for broadening the collective potential of pooled resources and key personnel 
over a sustained period of time, then consideration will have to be given to elevating 
international health to a competitive status. 

Contracts for Special Programs. The United States often makes contractual 
arraniements with foreign schools. Financial support sometimes is provided by the 
U.S. Government, typically through AID. The U.S. schools assist in setting academic 
and research goals, transmitting administration, curricula, and teaching methods, and 
training key personnel. Another type of contractual arrangement is a department- 
to-department relationship. However, this relationship has these constraints: (I) 
U.S.-perceived goals are often not relevant to the host country's needs; (2) research 
programs are more laboratory related and less related to the community; and (3) 
foreign students leave their home country and gravitate toward the United States. 

Contractual arrangements tor the establishment of international Centers for 
Medical Research and Training are supported by NIH grants to U.S. medical schools 
for cooperative work with specific foreign institutions. They are usually independent 
of local medtcal schools. These centers are research oriented and have been criticized 
because they do not address local health needs directly through training and service 
activities. 

Limitations to Univtrslty Activities In International Health 

General Aspects of Funding. Inadequate funding serves as the primary constraint 
of U.S. universities In the development and implementation of International health 
programs. Since about 1965, funding levels have declined dramatically, and sources 
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of funds are limited. At present most funds are supplied by the Federal Government 
Some of the more heavUy endowed universities have greater latitude in program 
development, but these are relatively few. For the most part, universities are depen- 
dent on outside sources of support such as NIH and AID. NSF conlributei to some 
university projects. Public universities are also active in international health and 
depend on State appropriations, rather than private foundation or corporate funds. 

Given the tight budgetary constraints and the health services they must provide 
to their own communities, universities are hard pressed to defend the diversion of 
their budgets to international projects. A State university^ for instance, must defend 
its budget before the State legislature; there is little likelLhood that it would support 
either sending students and/or faculty overseas for training or bringing others to its 
campus. 

VS. Government Support. Complaints about funding international health pro- 
grams of LJ.S, universities focus on government support problems; academics argue 
the following: 

9 International research support is difficult to obtain from the domestic science 
agencies; 

• Monies available for research or technical services are allocated to only a few 
universities and in some instances provide the sole means of support for specific 
university departments; 

• Project emphasis (where it occurs at all) is too transitory; 

• The provisions of the Foreign Assistance Act, which encourage and support U.S. 
private voluntary organizations to work in developing countries, specifically 
exclude universities; those intinded for university institution building [Section 
21 1(d) grants] have been used less and less to support work in the health sector 
during the past 5 years. In fact, the latest legislative action to facilitate U J. uni- 
versity involvement in the developing world (Title XII) includes food production 
and nutrition, but excludes health from taiieted activities. 

Length of Funding Period. The effectiveness of development assistance programs 
depends heavily on continuity and long-term involvement. Short tirni periods itipu- 
lated in some university contracts often preclude the development of meaningfur 
rapport with a host government. Academics themselves argue that program effective- 
ness would be improved if U J, or foundation funds were committed for a minimum 
of 5 years. 

Lack of Self- Advocacy, Tlie university community in the United States has, to 
date, been among the most notable of those involved in the promotion of interna- 
tional health activities. Many academics contend that the neceisaiy juitifications for 
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more university involvement in international health do exist. Yet, thus far they seem 
hesitant to become public advocates and have offered little commentary to congres- 
sional hearings. For example, the subject of health was left out of legislation creating 
Appropriate Technology International, Inc., in large part, say critics, because of 
insufficient support from the academic community. 

Host Country Linkages. Developing countries view some international health 
programs as the mere imposition of an American institutional structure on top of an 
already existing local unit, with no attempt at integration or mutuality of purpose. 
The concept of 'Mnstitutional linkages" as It concerns UJ. university to host-univer- 
sity collaboration tends to minimize this objection. This concept could be expanded 
to include multiuniversity collaboration as in the Program for International Ex- 
change in Gynecology and Obstetrics (PIEGO)- 

Indiyidual Faculty Initiatives. Although our academics generally feel that insti- 
tutional involvement in international health progranis is preferable to individual 
faculty involvement, practical considerations make implementation quite difficult. 
Program development is based on the competence of certain key individuals; at pres- 
ent, individuals for the most part, not universities, attract program money. For this 
reason, the majority of universities find difficulty in contradicting the stated priori- 
ties of those Individuals, 

Short-Terni Individual Consultancies. Short-term consultancy arrangements fea- 
turing key faculty individuals are common in our international health projects. How- 
ever, short-term consultancies in international health are criticized for many reasons, 
primarily because programming of such consultancies is an exceptionally demanding 
task that is often not carried out as wall as it should be. Their short-term nature 
limits the consultant's involvement in the implementation phase. Moreover, con- 
tinued use of the same individuals discourages the development of a permanent 
cadre of trained health technicians to work within both the United States and 
developing countries. 

University and Host Country Collaboration. The success of U.S. university col- 
laboration with a host country on health program planning depends on how well 
each party understands the other's perceptions, motivations, and capacities. The 
academic community contends that host countries ( I) do not clearly define their 
priorities; (2) often support recommendations at odds with local needs; (3) too 
easily direct potential health dollars to competing national ijiterests; (4) cannot 
assure program continuity because of political constraints; and (5) suffer from too 
few mid-level health system managers and planners. Developing countries contend 
that academics (1) often fail to understand the host country role as decision maker 
in relation to their role as adviser; and (2) too often fail to tailor solutions to a coun- 
try's current stage of development. 
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U.S. UniversitiBs and Their Potsntial Contributions to 
Solving World Health Problems 

The American university community desires a greater role in helping to amelio- 
rate world health problems. Universities also have an increased interest in broad 
social and economic development. They share a real interest in expanding research 
and knowledge in international health, Feedback from overseas programs and re- 
search findings augment U.S. domestic research and health operations. Tlie overseas 
experience also provides an outlet for changing student and faculty life styles and 
interests. 

Greater Emphasis on Rural Health. American universities usually limit their 
interest m urban health planning to population projections and the methods neces- 
sary for meeting these projections. The subject of rural health planning consists of 
social and cultural values as they relate to land, the ways people survive, networks of 
self-help, environmental perceptions, historical processes of change, and so on. 

At present, most health program development is concentrated within U.S. 
schools of public health with intellectual and geographic orientation to urban health 
care problems. Other university programs more directly related to problems of a 
rural environment are often overlooked. In many instances, monies are awarded 
more on the basis of school ties and proximity to ■•establishment" centers like 
New York and Washington, or according to individual, rather than institutional, 
reputations. 

Institutional Linkages. Institutional linkages between U.S. and foreign universi- 
ties could provide for a semipermanent or permanent university presence in devel- 
oping countries. Linkages should involve not only an elite few; rather they should 
foster cotnmunication between institutions with demonstrated interest in the health 
problems of rural communities. Funding for such linkages should show preference 
for education and training with relevance to health in developing countries. 

When considering linkages, we must ask to what extent are academics considered 
to be participants in the development process. Many academics feel that they cannot 
easily participate, given their Stateside locations; therefore, programs should be cre- 
ated that will allow extended service abroad. 

Training Key Health Manpower. U.S. health professional education has served as 
a model for many nations. Although this particular model may not be entirely ap- 
propriate to the needs of the developing world, it could be adapted with certain 
changes. Medical support staff, including paramedics, nurse practitioners, and village 
midwives, as well as doctors and nurses, should be trained. Simplified, effective, 
low-cost methods are required if key services are to be provided. 

Available within the university setting are many disciplines from which to draw. 
When integrated properiy, relevant curricula and flexible programming results can be 
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realized. If the concept of institutional linkage is added to this, then we could begin 
effective interaction with host countries for the purpose of improving the health 
environment, 

Privata Foundations and Their Role in Intirnational Htalth 

Private foundations number close to 22,000, but few operate in the international 
arena. Nonetheless, the international health initiatives of private foundations have 
been significant and benencial. 

Grant Making. Foundations employ grant making as the primary mechanism of 
their work. Grants - or transftr of philanthropic resources to institutions, organiza- 
tions, or individuals are intended to support a wide range of activities aimed at the 
solution of specific human problems. 

Partly because of limited resources, foundations rarely provide grants to cover 
services or direct operational costs, to build Infrastructures, or to purchase capital 
goods. Instead they favor research, education and training, and institutional develop- 
ment. They believe this emphasis will generate concern about humaji problems such 
as population growth and will enlighten policy makers as well as those who carry out 
their policies. Increasingly, as society addressei international health problems, it will 
recogfiize the need to develop the capacity of people and institutions dealing with 
these problems. 

Other General Activities Pertinent to Private Foundations. Under some circum- 
stances, foundations may choose direct operational roles. The Milbank Memorial 
Fund, for example, publishes a journal on health services. Foundations often com- 
mission research to assess major issues of public concern, such as the recently 
completed Ford Foundation study on reproduction and human welfare. 

A frequently overlooked aspect of direct operations is the professional work 
conducted by foundation staff members themselves. Such endeavors include re- 
search, training, and, most importantly, facilitating the exchange of information or 
bringing together groups of individuals, institutions, or donors into common 
endeavors. 

Scope and DiVirsity of Currtnt Privata Foundation Activities 

According to the Foundation Center, there are approximately 22,000 active 
foundations in the United States: The assets of the top 50 foundations approxi- 
mated $15 billion in 1975. A sum of $1 billion was committed for philanthropic 
purposes. Most of these resources were allocated for domestic projects. In factj only 
9 of the top 25 foundations conducted activities of an intemational character (see 
Table 2). According to the Foundation Center's latest compendium of international 
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philanthropy in the United States, about 7 percent, or S7 1 million, of total founda- 
tion expenditures in 1976 was designated for international activity; approximately 
25 percent of this, or under 520 million, was targeted for health and welfare. 

Although many foundations engage in international work, the bulk of interna- 
tional activities has been conducted by foundations with large corporate assets. For 
example, only seven U,S. foundations account for 88 percent of all international 
grant making (see Table 3). Among these foundations, there exists considerable 
diversity in focus, geographic choice, and methods of operation. Only four of the 
top internationally oriented foundations direct funding to programs of international 
heaJth. Table 4 shows the monetary distribution of grant making among three inter- 
national health categories, as well as the total dollar commitment, of these four 
foundations. Only the Ford and Rockefeller Foundations have had international 
programs aimed beyond one specific geographic area or issue. Ford Foundation 
resources are primarily directed to population and agriculture; those of the Rocke- 
feller Foundation are about evenly divided between health and population. In both 
cases, nutrition funding is limited, with concentration primarily on policy and social 
science issues, Kellogg Foundation program efforts are allocated almost entirely to 
health care in Latin America; and contributions of the Edna McConnell Clark Foun- 
dation are targeted for biomedical research in one disease - schistosomiasis. 

Table 2. Private Foundations With Interriatlonal Health Activities by 
Rank, Assets, ana commitments m 197B 



Foundation 



Ford Foundation 

Rockefeller Foundation ...... 

Kresge Foundation . 

Mellon Foundation {Andrew W.) 

Kellogg Foundation 

Merrill Trust . , . 

Commonwealth Fund 
Rockefeller Brothers Fund , . , , 
Clark (Edna MeConnill) 





Aiatts 


Cornmitnienti 


Rank 


($ milfloni) 


{$ minions) 


1 


3,145 


224 


2 


840 


33 


4 


658 


27 


5 


836 


26 


7 


577 


20 


9 


65 


20 


17 


111 


12 


18 


230 


10 


23 


99 


7 



SQura&; The Foundation Center. 1977, Intemationsl Philanthropy: A CQmpilatlon of Grants 
by U,S* FoundatiDns, New York, 



The importanci of diversity is clear. The Ford Foundation has devoted consider* 
able resources to the study of reproductive biology and contraceptive development 
- followed by population/iocial sciences, family planning management, and commu- 
nications, Recently, research in other areas, such as nutrition and the role and status 
of women, has been incorporated into the Ford program. The Rpckefeller Founda- 
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tion also accordH high priority to contraceptive development and the population/ 
social sciencei. However, it also has progranis in health care, comni unity medicine, 
tropical diseases, and, more recently, in nutrition policy/planning. 

The smaller, specialized fDUndations show even more diversification of interest. 
The Clark and Hewlett Foundations have disease-specific programs in Africa, schisto- 
somiasis and onchocerciasis, respectively. Some foundations advance service pro- 
grams such as Project Hope which is funded by the Steel and Davis Foundations, 
Others concentrate their resources geographically, like the China Medical Board in 
East Asia and Kellogg and Macy in Latin America, 

Table 3. Peroant Contribution of Various 

Private Foundationi to Intarnatlonal 
Activities in 1976 



Foundation 


Pgroent 


Ford Foundation , , . . , 


50 


Kellogg Foundation 


11 


Lilly Endowmant, Inc. 


10 


Rockefeller Foundation . , , . 


8 


Rockefeller Brothers Fund 


4 


Mellon Foundation {Andrew W.) 


3 


Carnegie Corporation of N,Y, 


2 


All 


88 



SQure&: The FoundatiQn Center. 197?, International 
Philanthropy: A Compilation of Grants by U.S. Foundations, 
New York, 



Table 4* Salected Private Foundations Aceording to Connnfiitmtnts for 
Haaith, Nutrition, Population, and All Purposas 



International Health 
($ Millions) 



Foundation (Year) 


Health 


Nutrition 


Population 


All 


All 

Commltmenti 


Ford Foundation (1976) . . 


. . . ai 


OJ 


4.7 


5J 


137,1 


Rockifiller Foundation (197€ 


i) . 4,7 


0,1 


4=7 


9J 


42.8 


Kellogg Foundation (1975) . 


. . , 4.0 


1.2 




S.2 


20.0 


Clark (Edna McConnell) (1971 


i) . 2.2 






2.2 


8.1 



SourGe: Foundation annuil reports. 1975 and 1976, 
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Prlvete Foundition Achievemsnts 

Thi pioneering role of philanthropic institutions in international health is well 
established. Until the 1950s, the leading organization in international health, public 
or private, was the Rockefeller Foundation, Its work over the past half century in- 
cludes achievements in disease control programs, establishment of university public 
health programs in the United States, and establishnient of health institutions in 
developing countries such as Colombia, TliaDand, Turkey, Indonesia, Zaire, and Bra- 
zil. These institutional development efforts have been criticized as transfers of inap- 
propriate Western medical models, but they have also contained strong community 
medical and health care delivery system components. 

Population is another area where private foundations have played a key role. 
From 1920 to 1950, private philanthropic support for basic demographic and repro- 
ductive studies by such foundations as the Scripps Foundation, the Milbank Memo- 
rial Fund, and the Scaife Family Trust was increased. Many of today's leading 
population associations and institutions are products of those early efforts. 

For example, from the Williamsburg Conference on Population in 1952, initiated 
by Mr, John D. Rockefeller III, recommendations emerged resulting in the establish- 
ment of the Population Council in 1953. The Council, with strong and sustained 
support from Ford, Rockefeller, and Scaife funds, has been the undisputed intellec- 
tual leader in population during its first two decades of operations. 

In conjunction with the Population CouncU, the major foundations have sup= 
ported other population initiatives, ^ese include the establishment of many of the 
departments of population in U.S. universities supporting the initiation of family 
planning prop^ams in Taiwan, South Korea, India, and Pakistan; manpower training 
and institutional development programs in developing countries; and support for 
basic and applied research in reproduction and contraception in developed country 
institutions. 

With respect to apiculture, the foundations - principally Ford and Rockefeller 
- have been responsible for establishing and funding the centralized research insti- 
tutes which developed the agricultural technology of the Green Revolution, perhaps 
the greatest single contribution of the nonprofit private sector to world agricultural 
development. 

Private Foundations and Their Changing Priorities. Foundation priorities are 
based on a combination of factors including expert judgment of needs, public con- 
sciousness of issues and needs, priorities of government, interests of foundation 
directorates, and finances. As public agency attention to international health and 
population problems began to emerge (and be expre^ed through publicly supported 
actions), the role of the m^or private foundations also changed. In part because of 
the creation of WHO in 1 947 and AID in 1 949, the Rockefeller Foundation abol- 
ished its autonomous International Health Division in 1951 and inco^orated health 
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into its general organizational structure. The establishment of public agencies and 
funds for population resulted in even more dramatic changes. 

Private philanthropies provided essentially all of the external resources for popu- 
lation activities until the mid-1960s. Beginning in 1966, public resources from gov- 
ernments and through multilateral agencies escalated rapidly, and by 1972, private 
phiJanthropies contributed less than 10 percent of total funds for population 
assistance. 

This declining percentage contribution was less a result of diminishing private 
foundation commitment to population activities than a consequence of a massive 
influx of public funds. Interestingly, shifts in funding patterns coincided with an 
evolving perception of the role of health, nutrition, and population in the welfare of 
people in poor countries. These fields, though competitive with each other, began to 
be viewed by some as integral elements of the overall development process. The 
rationale for population activities, for example, began to focus more on human 
rights and welfare as a m^or goal than simply on achieving fertility declines. 

For several decades, private foundations have promoted individual and publio 
institutional Interest in health problems overseas. Since no systematic means exist 
for measuring foundation influence, other sectors have difficulty in understanding 
and benefiting from the apparent linkage between foundation initiatives, public sen- 
timent, and government and multilateral agency program directions. 

Although demography, biomedical research, and ftmily planning remain import 
tant elements of foundation activity^ new interests have emerged. These include, 
among others, studies of the basic development process, human behavior and moti» 
vation in fertility regulation, and the role of women in development. Also hunger 
and malnutrition are of increasing concern; they are seen as the product of complex 
social, economic, political, and traditional medical factors. There has also been grow- 
ing attention to the role of agriculture, employment, and income distribution in 
nutrition planning and policy. In health care, too, foundations recognize the need 
for nonprotessional workei^, community-based participation and control, and sim- 
pler and more appropriate technologies. 

Private Foundations and the Development of New Technology. Private founda- 
tions have, in many cases, pioneered research and development of new technologies. 
The yellow fever vaccine developed by the Rockefeller Foundation is a classic exam- 
ple, but more recent illustrations include contraceptive development and a host of 
technological interv^entlons. against tropical diseases. 

Private Foundations and the Development of Manpower and Institutions in 
Developing Countries, The major foundations are devoting increased attention to 
policy and social science research aimed at developing capabilities within societies 
where problems actually exist. The Rockefeller Foundation's education and develop- 
ment program fosters univereity-based capabilities in health, as well as in social and 
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agricultural sciences. Rockefeller stafTand resources for this program are committed 
for periods of 1 0 to 1 5 years. The Ford FQundation has long operated research, 
training, and fellowship programs for developing expertise in a variety of countries. 
Those who benefit can contribute to the building of Institutions in their own 
countries. 



Private Foundations and Their Influence on Priorities of Developing Countries. 
Despite successes in technological development and behavioral and propammatic 
research in developed countries, propess in solving human welfare problems in 
developing countries will depend primarily upon the capabilities and motivation of 
leaders within those countries. Thus, althou^ pressures to direct resources to devel- 
oped settings remain great, private foundations are tending to direct available re» 
sources to developing countries and to give them more control over the priorities in 
the use of these resources. Operational approaches by foundations now explicitly 
recognize the role of developing countries in their own development. Foundations 
also appreciate the need for institutional mechanisms to promote dialogue and trans^ 
far of knowledge and technology between people and institutions in developed and 
developing countries. 

Linkage Institutions. Foundations have played a significant role in creating link-- 
age institutions to provide bridges for the development and exchange of knowledge 
between countries. 

International research centers must cope with a host of conflicting ideological, 
political, and scientific Issues. For example, control of research validity Is extremdy 
difficult where data gathering, analysis, and Interpretation are affected by varying 
local customs, practices, and resources. Interestingly, foundations have been most 
effective in this effort, whereas individual governments may, for political reasons, 
find difficulty in undertaking the actual development process and large bilateral or 
multilateral donors simply may not be able to move with sufflcient speed or 
flexibility. 

Foundations show their skill when they inteffate health, nutrition, and popula» 
tion concerns with other development activities, the most important being rural 
development efforts. They also create opportunities for more donor-to-donor and 
donor-to-^recipient coordination whereby speciflc development problems are 
addressed. 

In summaty, the linking mechanisms brought about by foundations have several 
common features that could serve as models for governments and multilateral or- 
ganizations: 

• The mechanisms almost always primarily involve scientists from developing 
. countries, rather than from developed countries; 
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• The mechanisnis establishing networks that have remained cohesive and produc- 
tive have sharply defined targets and foci. Associations loosely grouped for 
broad purposes (either scientific or professional) have rarely achieved compa- 
rable results; 

• The initiative for forming linkages by the foundations and for identifying rele- 
vant needs, people, institutions, and mechanismi, has rested priniarily upon 
field, rather than headquarters, staff Larger public organizations (bilateral and 
multilateral) usually do not possess the bureaucratic flexibility to initiate these 
efforts. Their productive role is to support promising or proven efforts with 
expanded resource demands; 

• A negative feature of linked institutions is that a proliferation may dissipate 
focus and lead to scarce manpower resources. Although a program may be 
proven successful, there Is usually no Indication of where and to what degree it 
can be applied again to ensure comparable success, 

Ltmititions to Foundation Activity 

A listing of obitacles to more effective involvement of private foundations in 
international health could be quite eKhaustlve. Below we describe only those limita- 
tions considered to be directly related to the principal areas addressed in this 
assessment. 

Of the three international health fields - healthy nutrition^ and population — 
population by far has the greatest semblance of institutional leadership in generating 
new knowledge through linking together people and institutions, assembling infor- 
mation and disseminating it to relevant audiences, and facilitating the coordination 
of donor activities. The Population Council, Rockefeller and Ford Foundations, and 
others play important roles in this area. No comparable leadership exists in nutrition 
and health. 

Most foundations have had to cope with significant reductions of resources 
caused by inflation and a diminishing number of entrants Into the private philan- 
thropy field. In addition, the complexity and high cost of work in the international 
arena discourage participation by foundations with limited resources. Such an ero- 
sion implies three reactions (not necessarily mutually exclusive): 

• Restriction of the scope of foundation concern; 

• Reduction of the intensity of existing program efforts; 

• Dilution of the attention of smaller cadres of professional staff. 
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International programs, particularly those related to health, may be vulnerable 
to reduued resources, as most foundations do not concern themselves exclusively 
with international issues. Domestic needs are great and the sheer weight and imme- 
diacy of U.S. problems could lead to mistaken conclusions that private foundations 
should solve problems at home before worrying about those abroad. 

In the opinion of most foundation legal experts consulted during this review, the 
1969 Tax Reform Act has had a chilling effect on international work. Since 1969 
the rate of tbrmation of new foundations is believed to have declined. An often 
neglected consequence of the 1959 Act is the legal overhead that foundations must 
assume for international operations. Restrictions, complexity, and potential liability 
translate into greater legal requirements to support overseas work, and fears of legal 
entanglements in making grants to foreign organizations may have discouraged foun- 
dations from overseas operations. 

The 1969 and 1976* changes in tax regulations have affected foundation pro- 
ram expenditures specifically through five major provisions; (1) an excise tax, (2) a 
mandatory payout requirement, (3) a "grassroots lobbying" restriction, (4) an'ex^ 
penditure responsibiUty provision which affects overseas grants, and (5) a declara- 
tory judgment provision. 

The question of expenditure responsibility directly affects overseas work. The 
Treasury Department has expanded a provision to assume that foundations may 
make grants to foreign organizations that have not received U.S. tax exemptions, but 
are considered to be organized and operated for charitable purposes. While founda- 
tions are in no way legally constrained from making grants to overseas institutions, 
they are required to legally determine whether their money is being spent for 
"exempt purposes" and ensure that the money is being spent for the purposes 
awarded. Tlius tax laws direct that foundations assume certain liabilities with regard 
to their overaeas fmancing. While such mechanisms can, and often do, prove cum- 
bersome to the granting process, they provide a measure of protection against dis- 
tortion of purpose. 

The technical ramifications of the tax laws are complex and require much analy- 
sis. The Treasury Department continually analyzes adjustments In these laws and 
regulations. It will be important that any future analyses reflect more concern for 
international health. 

Foundations concede that laws governing international liability are poorly un- 
dorstood and that liability laws within host countries are likely to vary considerably. 
The private sector, in the quest to develop and field test more effective technologies 
could conceivably sustain substantial liabilities for malpractice, torts, and specific 
products as well as ethical problems. Liability may be encountered either via direct 



*Tm Reform Act of 1969; Tax Reform Aet of 1976 (P.L. 944Jj). 



112 

o 

ERIC 



Prlvats-S^or involvement 



action or through grantee activities. However, liability laws are perhaps a more criti- 
cal domestic problem. If this problem is solved, the mechanisms could be replicated 
internationally. Private foundations should encourage the study of means by which 
government could assist to reduce potential liabilities associated with domestic and 
international research. 

Just as they have within the United States, ethical issues related to human exper- 
imentation abroad have become Increasingly subject to public scrutiny. Questions 
about informed consent and transnational equality are highly sensitive. 

We believe the basic rationale for any government policy and funding initiative 
in international health must be articulated clearly. Confusion over the purpose(s) of 
an international health initiative might reduce complementary foundation activities 
or impede their effectiveness. Government policy decisions might dissuade private 
pDundations from associating with an effort that has foreign policy emphasis or that 
exhibits less than a purely humanitarian appeal. 

Privatt Foundations md Thair Potantiil Future Role 
in Intarnationil Haalth 

The declining involvement by private foundations in international health stems 
from a complex of restrictive economic, political, and cultural forces which are 
likely to yield only slightly in the near future. We have found, though, that govern- 
ment policy reforms and nnancial retrenchments within foundations have largely 
run their course. 

Commitment of more public funds would assure foundations that useful private 
initiatives could receive sustained^ long-temi public support. We should note, how- 
ever, that commitments of public funds, unless orchestrated carefully, could lead to 
a negative reaction: "If Government's going to do it^ let's do something else/' 

We have noted how some of the largest foundations devote no funds to interna- 
tional health; some support domestic health exclusively. While improved domestic 
health is essential, a refusal to deal with intemational health ignores clear demonstra- 
tions of the interdependence of domestic and intemational health. 

During the course of our assessment, we encountered a variety of opinions on a 
number of tax law provisions which affect private foundations and appear to con- 
strain their intemational henlth involvement. These effects seem greater for founda- 
tions with fewer co^oratw assets. 

Despite constraints, foundations have brouglit into being many of today's emi- 
nent population associations and institutions, such as the Population Council, the 
Population Association of America, and the Intemational Union for the Scientific 
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Study of Population, We see in this histoty reaffirmation of the great need for insti- 
tutional leadership in generating new knowledge, linking people and ideas together, 
and coordinating donor activities in nutrition and health for domestic and Intema- 
tlonal welfare. 

We have also found that only foundations with adequate professional staff are 
involved in international health. Smaller foundations could make a greater 
contribution to International health if they had access to staff advice and consul- 
tation. A consortium of international health experts might be created to better 
advise these smaller foundations. Thus foundation professional staff could be shared 
and located within any organizational entity, A consortium or endowment, as pre- 
viously discussed, could make recommendations to foundations and other interested 
parties on international health initiatives. Consortium or endowment staff would 
constitute an academy of outstanding professional people knowledgeable in health 
research, education, services, and other matters. 

Corporations: General Information and Brief Dticription of 
Involvamant in Internationil Health Activitiis in DevelDping 
Countries 

U J. multinational corporations afford social and economic benefits to foreign 
countries by establishing businesses in developing countries where they would not 
otherwise exist. These businesses provide capital, technology, and managerial skills, 
and offer employment. Their presence helps raise the level of wages and standards of 
living in developing countries. Multinationals provide substantial tax revenues which 
enable host countries to finance public programs and improve infrastructures. A 
detailed discussion of the corporation as manufacturer or seller of health products 
and services is presented in Chapter 5, This section focuses on the health activities of 
the corporation as employer and contributor to social welfare purposes. 

Corporate Profits and Social Responsibility. The role of the U.S. corporation in 
dealing with International social problems is being questioned. A number of factors 
have created this climate. Corporations see profit making as the overriding motive of 
their business. They are interested in fulfilling social responsibilities primarily 
through philanthropic budgets. They are also aware of the need to reduce or prevent 
social, economic, and environmental costs arising from coiporate practices, since 
they are subject to increased overseas nationalism and the threat of expropriation, 

U.S. corporations perceive their primaiy role in developing countries as earning 
an adequate economic return on investment and developing technology. Developing 
countries which encourage corporations to invest and operate within their border 
view the corporate role not only in terms of profit motives, but also in terms of in- 
terest in the host countiy's economic and social developnient, as well as potential 
asiistance in increasing national self-reliance and productivity. 
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Developing countries undei^tand the imporianca of the economic contribution 
of UJ. corporations; but because they view some aspects of corporate operations 
negatively, they often pose a serious hindrance to effective cooperation and negotia- 
tion. Often developing countries express either latent or obvious hostility toward the 
United States* With their strong sense of nationalism, they may tend to view coiTpo» 
rate operationi as one form of economic imperialism. There is also U.S. foreign pol» 
icy: Such matters as detente, national security, or Intelligence activities shape hostile 
attitudes toward U.S. business. 

Developing countries expect U.S. corporations to meet their social responsibili- 
ties. The precise nature of those responsibilities and how they can be met in va^^ing 
circumstances are difflcult to pinpoint. In practice, countries and corporations must 
work together to delineate and perhaps negotiate ground rules. Often corporate 
health services complement the health services of the developing country ; to= 
gather they contribute to the progress of health care. While there are factors that 
seriously constrain U.S. corporations In the developing woridj there are also possi- 
bilities for collaborative health services which may overcome much negative feeling. 

What else do developing countries expect from U J. corporations? Obviously, 
they expect compliance with all their laws and regulations. TTiey require that opera- 
tioni be conducted within the policies and customs of the country. Successful rela- 
tionships are generally founded on mutual understanding and respect. They are 
based on a clear understanding of the prerogatives and responsibilities of each party 
In any project. 

In terms of their involvement in international health activities, U.S. corpora- 
tions: (1) engage in manufacturing and selling health facilities, supplies, and semces 
(see Chapter 5); (2) conduct research to improve technology and products (see 
Chapter 6); (3) provide health facilities, suppUes, and services to employees and their 
dependents in a developing county; (4) participate In a host country's national or 
community health propam (sometimes in cooperation with voluntary organiza- 
tions); (5) pay for employee health services performed by others in the developing 
country; (6) provide or cooperate with other corporations to provide community 
health services; (7) contribute financial or technical assistance to local community 
health programs; and (8) contribute to nonprofit institutions which are engaged in 
international health activities (research, training, and services). 

Developing Country Expectations. From the perspective of a developing coun- 
try, there are both positive and negative aspects of U.S. corporate health activities. 
On the positive side, the county anticipates receiving equipment, supplies^ semces, 
and technology. The corporation finances or gives resources to research and develop-^ 
ment propams in the country. Often the corporation participates in the transfer of 
management and organizational principles appropriate to health services methods 
and systems. The country looks favorably upon the direct and indirect benefits of 
health programs on their economic development. 
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Nevertheless, there are negative aspects to co^orate involvement in health care. 
For example, induitrially related health seirices may compete with local health 
vices. Clashes of technology, disputes about medical practice style, or disapeements 
about the organization of health services among the industrial services and local ser- 
vices may occur. Acceptance of contributions from the corporation may involve loss 
of control or a growing dependence on decision-making centers located abroad. 
From the corporate perspective, there Is acceptance of the notion that profits and 
social responsibility are mutually consistent. This attitude is particularly valid with 
reference to good health, which may be achieved through preventive, environnientaU 
and curative services. Good health reduces work-force absenteeism and therefore 
increases productivity. Good health and productivity In a community increase 
incomes, raise the standard of living, and expand product markets. 

There are, however, other factors motivating corporations to become involved in 
international health besides the interrelationship of health and corporate acononiics. 
More often there is the corporation's self-^interest in producing and selling products, 
or the corporation's selMnterest in its employees* well^baing and the impact of that 
well»being on their productivity, 

Changing Corporate Perspectives, We understand from a variety of iources that 
the attitudes and activities of corporations with respect to overseas health services 
are changing. The traditional approach abroad has been to limit health-related activi- 
ties to those required to support business interests. Consequently, there are some 
company-operated medical facilities which are as elaborate as those exiitiiig in the 
United States. 

In the past decade or so, there has been a gradual shift from exclusively 
companyoperated services to services with more of a community base. Occupational 
health services remained an in-house responsibiHty but nonoccupational medical care 
for employees, dependents, and others has been transferred to public or private faoiN 
ities, usually with company-provided financial support and often technical backup. 

More recently, in response to growing nationalism, there has been a gradual 
movement by some toward active collaboration between ministries of health and 
corporations to provide health care to the community. In these cases health facilities 
are operated jointly by the government and the coiToration and sen^e community 
residents as well as company employees and their dependents. This close collabora- 
tion is welcome and should be encouraged by the U.S. mission. 

In the past few years, there has also been an interest in moving toward even 
closer coordination of industrial health services with those of government and the 
private sector. In these cases, health care goals of the corporation are set in con^u-^ 
ence with the national health planning goals of the host county and locally re» 
cruited staff are used whenever possible. Advantages include minimisation of the 
discrepancy between local health services and those related to the corporation. 
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Moreover, corporatNinked health care often serves as an example of what is appro- 
priate and achievable within a country. Finally, corporations tend to shift away 
from primarily personal health services of a curative nature toward greater emphasis 
on preventive services, including sanitation and industrial hygiene. 

Limitations to Corporate Involvement in International Hiilth 

Corporate ability to do more in international health is affected by constraints 
created within the corporation, the host country, and the US, Government, 

First and perhaps foremost, the corporation is greatly affected by the impact of 
the cost of providing health care on co^orate profitability. In addition, the corpo- 
rate hierarchy may feel that the host country's health needs should be taken care of 
by the host country itself to whom it pays taxes. Moreover, It often expects that 
some of the health responsibilities not attainable by the host country will be ac- 
cepted by bilateral donors and international organizations. However, even if a corpo- 
ration is interested in doing more, it may lack knowledge and understanding of what 
is needed in terms of health requirements. 

The host country may not be able to present a full description of its health 
needs. Even with full knowledge of those needs, the host country may give priority 
to other social programs. And when it does give priority to health, its perception of 
specific needs may be different from that of the corporatiQa In addition, officials 
may not understand multinational corporate oporations and may create constraints 
by imposing requiremants on the corporation renecting unique social, cultural, reli- 
gious, economic, and political attitudes. Sometimes these obstacles may be exacer- 
bated by the corporation itself which does not adjust to host country attitudes. 

The U.S. Government also creates constraints by virtue of its activity as a busi- 
ness regulator and through its foreign policy. On the other hand, the government 
often serves as a catalyst for international health as a source of funds and a subsi- 
dizer of business. 

Growth Po^ibilitias for Corporations and Inttrnationil Hialth 

The contributions of U.S. corporate overseas activity to intemational health 
could be enhanced if several conditions were changed which now negatively affect 
corporate financial returns, corporate image in the United States and overseas, and 
corporate flexibility. 

Informal involvement of corporations in international health could occur 
through OECD, the United Nations, and other multiiatera] forums. Corporations 
should respond to host country or regional requests for assistance in health activi- 
ties. The U.S. Government must, to a degree, be careful of intruding into corporate 
business activities. 
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A governmental task force with private-sector membership should be created to 
set up guidelines for U corporations abroad with respect to their planning and 
provision of health services. We suggest that a survey be conducted to document the 
range of previous and current corporate activities In international health, and that 
this material be published as an inducement and guide to further corporate 
involvement. 

Raoommandations 

• The United States should encourage greater cooperation between host govern^ 
ments and PVOs; 

• The U.S. Govarnment itself should establish an internal focal point for a closer 
partnership with PVOs. The following goals in allocation of funds to PVOs 
should be pursued: 

- Fewer governmental restrictions on where, when, and how PVOs should spend 
funds; 

- Less insistence on immediate, tangible results; 

- Shorter lead times on grants and contracts; 

- More freedom for innovation, less emphaiis on standardization; 

- More grants and contracts to small PVOs; 

- Greater emphasis on people-to-people aspects, less use of funds as an arm for 
foreign policy; 

• PVOs should organize consortia or federations, to make their views more effec- 
tively known to the government; 

• The government should establish a National Endowment for International 
Health, to foster increased collaboration between PVOs and Federal agencies. It 
would stimulate financial support and provide technical and planning assistance 
for PVOs. It should be free of agency control; 

• Government and private-sector guidelines should be established to encourage 
voluntaryism and self-reliance in host countries. Returning Peace Corps workers 
could perform this function in this county; 

• Matching funds could be required from the U.S. Government or sought from j 
host countiy PVOs for international health project development; 
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• U.S. Government md PVO efforts should be coordinated abroad; PVO contact 
with U J, agencies in the fiald should be increased, and a PVO health focal point 
established in U,S* embassias; 

• Information on worldwide PVO activity should be collected; 

• The government should foster linkages between U.S. and foreign universities; 

• Programs should emulate labor programs' self-help emphasis and stress on up- 
ward planning; 

• Programs should emulate foundation programs' stress on use of developing coun- 
ty scientists, on cohesiveness of programs, and on field-based linkages; 

• The Tax Reform Act of 1969 should be reexamined in order to consider ways to 
reduce its chilling effect on foundations; 

• International liability should be clarined; 

• A consortium of experts in international health should be created to advise 
smaller foundations on becoming involved in international health programs; 

• The government should examine the role of coiporations in international health 
and should work to minimize conflict with health needs and programs abroad. A 
survey of past and present co^orate activity in this area would be part of such 
an examination; 

• The government should encourage greater collaboration between corporations 
and host countries in development and implementation of health programs. 

The chief need overall is for greater understanding by all of the groups discussed 
in this chapter of each othej^* cuirent and potential roles. TTiere should also be 
peater cooperation between groups to ensure a minimum of waste, duplication, and 
red tape, and a maximum of efficiency and achievement. 

We believe a coordinated effort can accomplish more to increase the flow of 
information and collaboration between organizations, and between kinds of organic 
lations, active in interaationai health, thus encouraging more private^sector involve- 
ment in international health and development. 
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Financial and Commercial Aspects of 
International Health 

This chapter concerns the financing and promoting of international health trade. 
We shall review cuirent responsibilities of U.S. Government agincies, present some 
policy and pro-am issues concerning channels used to flnance international health 
activities, and eKamine the role of the US. corporation in international health trade. 

The U.S. Governmint and Financial and Commercial 
Aspacti of Intirnational Health 

Five Cabinet-level departments and one Cabinet-level office have responsibility 
for the commercial and financial aspects of international health and carry out their 
responsibility through coordination, administration, regulation, and promotion. 
These are Treasuiy ; State; Commerce; Agriculture; Health, Education, and Welfare; 
and the Office of the Special Trade Representative. The responsibilities and pro- 
grams of these departments constitute the bulk of Federal oversiglit of the fmancial 
and commercial aspects of international health in the United States. Several 
agencies, boards, councils, and foundations also play a role in special matters of inter^ 
national health. These agencies Include the Inter- American Foundation, the Export- 
Import Bank, the Overseas Private Investment Corporation (OPIC), the United 
States International Trade Commission, and the Council of Economic Advisers. The 
concerns of the Cabinat^evel agencies are set forth here to provide a perspective for 
the commercial and financial issues which follow, 

The Department of the Treasury. ThQ Treasury Department affects international 
health policy by formulating flnancial, tax, and fiscal policies for the Federal Gov- 
ernment. Primarily through the Office of the Undersecretary for Monetary Affairs 
and speciflcally through the Assistant Secretary for International Affairs, Treasury 
monitors international health transactions and transfers. The Assistant Secretary for 
International Affairs advises and assists in the formulation and execution of interna- 
tional financial, economic, monetaiy, commercial, ener^, and trade policies and 
programs. TTiis office is divided into groups responiible for monetary affairs, devel- 
oping nations policy, trade and raw materials policy, energy and investment policy^ 
and research. 

International health responsibilities per se are not assigned to any particular sec- 
tion of the Treasuiy Department, and some health-related issues would not routinely 
be considered by any of the Treasury offices. Existing economic and financial mech- 
anisms for the management of domestic and international monetaiy and fiscal sys- 
tems are not designed to deal with specific issues such as international health* 

The Department of State. The State Department gives economic policy direction 
to international commerce. TTie Undereecretan^ for Economic Affairs and the Bu- 
reau of Economic and Business Affairs are responiible for coordination of foreipi 
economic and scientific/technical policies and programs. Two other bureaus which 
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have more direct responsibilities over international health and play a role in devel- 
oping aspects of foreign commercial policy are the Bureau of Oceans and Interna- 
tional Environmental and Science Affairs and the Bureau of International 
Organization Affahs. 

The Department of Commerce, rntemational health concerns in the Commerce 
Department consist of the direction and promotion of trade and conimercial rela- 
tions in health-related products and services. A Deputy Assistaiit Secretary for 
International Economic Policy and Research is responsible for developing broad 
departmental goals and policies of the Domestic and Intemational Business Admin- 
istration. The Assistant Secretary for Domestic and Intemational Business promotes 
mternational business for the health sector and participates in a variety of other trade 
promotion efforts. The Assistant Secretary for Science and Technology oversees 
several agencies dealing with international health matters. These are the National 
Bureau of Standard's, which sets standards for products and services: the Patent and 
Trademark Ofrice, which formulates patent policy; and the National Technical In- 
formation Service, which is responsible for the exchange of scientiflc and technical 
Information. The Commerce Departfflent's Chief Economist shares responsibility for 
economic policy with other principal officers and oversees several statistical systems 
relating to intemational health. The systems are maintained by the Bureau of Eco- 
nomic Analysis and the Bureau of the Census. The Office of the Assistant Secretary 
for Policy participates in matters relating to international health on an "as needed" 
basis. 

The Department of Agriculture. The Agriculture Department oversees a variety 
of health and health-related services as part of its responsibilities for marketing and 
for nutrition. The food aid (P.L. 480) responsibilities of this Department are treated 
in Chapter 7. 

The Department of Health, Education, and Welfare. HEW, primurily through 
FDA, engages in a variety of regulatory and research activities important to interna- 
tional health. The mternational regujatory activities of FDA have a significant bear- 
ing on criteria of health and safety. For example, FDA sets standards for imported 
food and enforces these through dockside inspections and detention of unsatisfac- 
tory commodities. To cut down on resources required for this kind of activity and 
dimmish financial loss to food exportere, FDA has instituted programs to assist for- 
eign governments in estabUshIng systems of quality control, storage, processing, and 
shipment. The overall aim of FDA is to improve the quality of foods imported into 
the United States. 

The Special Trade Representative. Authorized by the Trade Act of 1 974, the 
Special Trade Representative has responsibility to both the President and Congress 
for the administration of all trade agreements entered into by the United States and 
serves as chief U.S. representative to each trade negotiation. The Representative also 
advises the President on mattere related to major developments in International 
trade, policy objectives, trade strategies m multilateral negotiations, and other key 
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issues such m tarl^ preferences for developing countries, Tradg policy in inti^ma- 
tional health goods and servicei falls under jurisdiction of thisoffice. 

Goals indObjeotivflSol the (Jrited States In Financial mn6 
Commercial Intirnatlofifll Health Transartioni 

The United States cart significantly advance its efforts to achieve an BCoiiomH 
cally responsible basic liuman needs poh!cy and a morally and ethically sound Int^r^ 
national financial and coitimercial policy by interrelating several key policy areas- 
International health shculcl be directly considered in internatiofial flnonce aaidcaJli' 
merca policy. Finajicial mi commercial thinking must taJke into account the para- 
mount role of health in tliiareiiof iiiternational human rights and shoiild allow for 
the unique character of health-iectorreiources. The coordination of these policy 
areas will constitute a nriajcr goal of this Administration. 

With respect to internatioiial eccnomic policy, the Admiaistration has stated cn 
record that U.S. rennarlcion this subject should be made only in the iTi?>st careful 
and responsible mamer (Blum en thai, March 9-10, 1977; pp. 15-16). C^inniitmen* 
made before interaational audiences should be strictly limited to those "which 
America can and v^Ul sustain. Speci^c quantitative stataments defining a financial 
and corrimercial policy in international health should be developed v^itli full regard 
for this precept. The ccpmplexity of the Issues and our present itata of Icnowledge 
preclude the responsible settins of quantitative goals at this tiiiie. 

However, we find thie Following seneral commercial and financial issiias to be 
appropriate starting poiait^ for study^: 

• U J. r^sDUrces should be adUusted so that we can more affectively impleirient 
human rishts policias abroad and provide low-income countries with health assii- 
tajice to those most in need; 

• U.S. resources shoul d facilitate a greater role for the American health industry in 
balancing overall intfrnatioxial resource flows and irnplementing resources 
policy; 

• The United States should carefully evaluate international resource flow effects 
of donnestic health policy dedsions, particularly with respect to their interna- 
tional implicatiom, and the health effects of international flnancialand com- 
mercial policies. 

U.S, Polioy and Progran^ lisuai in Fininaing International Health 

Analysis of U.S. policy and pro-am issues in financirig international health carts 
be extraordinarily fruitftil if It attacks the key financial barriers to increasing inters 
national health actiHties and offers new insights into unconveiitional approaches to 
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improving health. /\ study of the htiulth uspeyts of intermtional finandal and Qom- 
niercial poligy is yritiual since muny public hualth theorists feul that economic devul- 
Qpnient is the nio^t effective means of improving hualth. The conceptual difriculty of 
this issue stems In part froiii a relative lack of inquiry into it. Generally, neither the 
hualth agencies nor the financial agencies of the UJ. Government have attached ma- 
jor importance to the topic, Their disinterest niay be clue to the precipitous rise in 
economic importance of the health industry in the United States and the notorious 
time-lag in foreign policy njcognition of domestic health issues. There is also the lack 
of theoretical truatment of these issues. Useful conceptual frameworks for analysis 
of international health and U.S. economic practices do not appear to exist. 

Three ni^or coasideriitjons seem to us to be the niost significant in developing a 
nevv^ nnanciul and commerciul strategy in international health. These are: 

• Availability of nnanciul resources for health status improvenient in developing 
countries; 

• Availability of healtfi-related products and services through direct foreign invest'^ 
men t or for import and export in international markets; 

• Assessment and implications of impacts of other products and services imported 
or exported by the LJiiIted States. 

Each of these issues is discussed below in the content of the several mechanisnis 
of public or private policy which might affect them. 

Financing Health Assistance to Developing Countries, President Carter has stated 
repeatedly his intention of increasing US, contributions to development assistance. 
He has emphasized both human rights policies and human needs strategies In devel- 
opment. These policies include iniproved and expanded health, nutrition^ and popu* 
lation assistance programs. Therefore, the U.S. Government should explore new and 
better ways to finance and channel health assistance to developing countries. 

The selection of channels involves, in part, the comniitment of other countries 
to devote mere attention to improved health care. We believe they either possess 
sufficient leadership or cm be provided with full encouragenient from the United 
States to make such comniitments. Financial decisions pertaining to health can be 
coordinated with other donor countries as well as multilateral institutions. These 
already possess the necessary interest and will contribute to the efficiency of a world 
program of development financing. 

Developing countries have stressed their own approach to fmancing development 
assistance by calling for a new international economic order with revised terms of 
trade, increased concessionan^ assistance, and increased levels of induitrial produc- 
tion in the developing countries. U J. trade and development assistance policy 
should recognize the desires of recipient countries and respect their concerns and 
interests, 
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different finaiic^liig jnechanlsj^^g jigye, of Qpurse, differing impacts on balance of 
payments and Ll.S, internutioniil trade. They effect Implied U J. Government com- 
mltrnent!] for long-terin nnanciji% well as Ir^plications in terms of type, quality, 
and cffectlveiiess of Uj. control ^ygr assistance, Moreover, jn the face of proposed 
rapid increases in health-sector f^ancing. absorptive capacity of alteniative insti- 
tiitioni and mechanisnis and th^ iiiipagt of r^bjd expansion on quality and direction 
of program^ baconie inajor 'mu&K 

The selection of financing riiQ^i^ynisnis ha^ ^een a major element of the foreign 
assistance policy debate for years, Amefidmeri^^ to and appropriations for the For- 
eign Assistance Authorisation A^^ j^^yg regul^^jy defined policy on allocations 
through alteniative financial mecj^^^jgj^g^ Th^^g discussions, however, tend not to be 
sector specific. TIius, while health^ggctor a^^'stance ihould be consistent with inter- 
national financial policy, the spe^j^i nature^ Of health-sector trade, liealth technol- 
ogy, and health-sector institution^ j^ay call fQ^ sector-specific financial mechanisms 
or patterns. In general^ we suggest jj^at overall iJS. policy for financing devdopmant 
assistance should reflect and accQj^j^ojate differences among sectors. We have iden- 
tifled four mechaniiitis for health assistance t^ developing countries: private com- 
inercial enterprise; private, nonp^^f^t instituti^yis; bilateral health asiistance; and 
multilateral health assistance. 

Private Commerciqi EnterpriH gnd Intern^jjonal Health. Conimercial transac- 
tions constitute the majority of U international health activities. Such activity is 
particularly important to so-calleq **graduate'' countries (those which by surpassing 
economic benchmarks lose their ^ijgibijity for bilateral or multilateral concessionary 
assistance) and to countries with ^yerage ^gr^capita income and inadequate 
health services. Foreign financing ^.^^ facilitate ^he transfer of health technology and 
sharing of organiMtional and rnan^ggrial abilities through joint U.S.-host country 
investnient and through host coUi^^^ purchase goods and services. Various meth- 
ods by which the government can itimulat® P%ate health-sector involvement in 
developing countries are discussed below. 

Private Nonprofit Activities i>> jnteriTa^*^^^! Health, Because of their innovative- 
ness, their links with local citizen^, personal aftpfoaches, past e^perieiices, and com- 
mitment to the developnient pro%gg^ nongovernmental, nonprofit groups have a 
uniqvie potential as resources for Health assisc^^e to dcvelopiiij countries. Often 
they are religious and charitpble Qt^gajiizations providing health services abroad, or 
they may be organ i^atioiis of heal^j^ profesiloJlaJs, health institutions, cooperatives 
(especially health cooperatives), l^or Ufiio^^^ foundations, and similar organiza- 
tions. Quantitative infonnation ot\ ^j^g ^ol^ liiese organizations In international 
health is grossly inadequate for pQij^y^^rpakinS purposes, and we stroiigly recomniend 
that it be iniproved, 

These organisations may operate with host ^ountiy financing; US. philanthropic 
donations of moneys goods, and Njvlcei; af^^ iome cases, with UJ, Govemment 
support. Recently* however, private contributions to these organizations have not 
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kept pace with tlie economy or even with inflation fConimission on Private Pliilan- 
thropy and Public Needs, 1975). Tliererore, we are {inticipatiiig the need for a U.S. 
Government stimulus to private nnancing and/or direct fiovemment support if the 
tionprofit institutionai .sector is to grow within the overall health assistanee prograin. 

The U.S. tax system currently affords a variety of incentives to nonprofit and 
phiJanthropic institutions. Similarly, AID provides supiJort for private agency health 
activities through contracts, grants, and conimodities (P.L. 480 foods). 

The AID program duinnels direct .support to 90 large AID-registered nonprofit 
orsanizations. Substantial numbers of sniall private voluntary ngencies do not have 
the opportunity of benefitijig from this assistance. Moreover, the public image of 
AID as a large bureaucratic governnient institution appears to discourage private, 
noil profit organizations from joining in people-to-people programs to improve 
health. In Chapter 4 we have outlined in some detail a proposal to establi.sh a 
National Endowment for Health (modeled on the one that exists for the Arts) to 
stimulate financial support and technical and planning a.ssistance within the United 
States for private, nonpront groups engaging in international health activities. 

Bilateral Governnient Assistance for rnternational Health. Several govemment 
channels nnance health activities internationally. BilateraJ assistance to developing 
countries in the health field is tied into the overall development assistance programs 
of each agency. Although AID is the main agency in this kind of assistance, there are 
other minor actors. Peace Corps projects foiTn a relatively small part of the develop- 
ment assistance pie in the nnancial sense, partly because the true economic cost of 
volunteer services is largely borne by the volunteers themselves. Bilateral develop- 
meiit as.sistance through DOD, HEW, and other agencies has been minimal in the 
past; fimncial and economic evaluation of such channels will depend on the specific 
mechanisms chosen for future programs. 

The work of AID is described at length in Chapter 7. Further expansion of the 
role of health within AID depends upon the outcome of the general debate over 
bilateral versus multilateral development assistance financing. An important point is 
that despite criticism of AID management, AID ranks flfst and foremost among 
bilaleml donors lending specifically for primary health care. In addition, since its 
lending is largely tied to the purchase of U.S. services and commodities, our balance 
of payments becomes more favorable when markets for our commercial goods and 
services are created in developing countries. 

AID finances health-related assistance through a variety of mechanisms, includ- 
ing reimbursable assistance, development assistance grants and loans, supporting 
assistance grants and loans, and P.L. 480 funds. AID also designates 'assistance- 
financini for private-sector institutions, particularly through coinmercial technical 
assistance contracts, commercial commodity purchases, and grants to private volun- 
tary and educational institutions. 



I2i 



IS I 



New DifOGtionij in I nternitional Haalth Cooperation 



A major but unavoidable difficulty Ln administering AID programs involves the 
establiihinent of an appropriate balance between In-country and U.S. expenditures, 
AID programs also must head a congressional restriction that host countries are 
required to fund at least 25 percent of the total amount of U.S.-backed project 
investrnents. 

Multilateral Assistance for International Health, The two major channels for 
multilateral assistance for international health are the LJ.N. agencies and the interna- 
tional funding institutions. Before we discuss their roles, however, we should men- 
tion the International Monetary Fund (IMF) ■"special drawing rights-' (SDRs), 
created as international reserve assets to supplenient gold and currency and used for 
international settlements. The primary function of these special drawing rights is to 
foster global economic strength by helping nations meet their financial liquidity 
needs, Developed countries receive about 75 percent of each SDR allocation because 
uf their quota within IMF. Developing countries^ however, are pressing for increased 
allocations linked specifically to development assistance. 

We do not believe SDRs should be used for financing health-sector assistance for 
several reasons. Adding development financing to the regular function of SDRs 
weakens an ability to respond to liquidity needs. In the unlikely event that SDR aid 
links were approved by national legislative bodies, the side efftcts gould be serious 
inflation or cutbacks of bilateral and multilateral aid to developing countries. Even if 
this less desirable assistance were approved, it would not be effective for a number 
of years. 

U.N. Family Agencies. We recommend that these agencies should not be consid- 
ered as major channels for financial assistancej but should continue to serve as tech- 
nical assistance and coordinating agencies. Earlier we argued that the financial 
contribution levels for each of these agencies should be determined individually. 

Development assistance channeled through multilateral agencies is generally not 
tied to the purchase of U.S. goods and services. Consequently, the U.S. balance of 
payments impact of these agencies is calculated as the difference between unilateral 
transfers through our contributions and agency expenditures in the United States, 
This balance differs significantly among agencies. PAHO, for example, with head- 
quarters in the United States and dealing exclusively with Western Hemisphere 
health matters, necessarily expends a large portion of its budget in this country. U.S. 
support of PAilO therefore is probably reflected in a positive balance of payments. 
Other ir.M, agencies tend to have negative impacts on our balance of payments, in 
some cases approaching the full amount of U J. contributions. 

Congress and the Executive Branch have encouraged the U.N, family agencies to 
budget development assistance financing through U.N.D.P. and to assign other activi- 
ties to regular budgets. From an intemational health strategy perspective, we find 
this idea desirable, since it would facUitate coordinated analyses of the health assis- 
tance activities of the various U.N. agencies and of the relationship of health to over- 
all UN. development assi^ ^ mce. Restricting WHO, PAHO, and other U.N, agency 
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regular budget financing to those international health functions of common interest 
to all countries vyould facilitate analysis of the cost-beneflts of U.S. con;ributions in 
terms of domestic health policy. 

International Financial Institutions. The proportion of IFI projects containing 
health components is growing. Of a total of 1 ,400 World Bank projects begun since 
1946, 298 included occupational safety and health measures. These projects are still 
closely watched by the Bank. Similarly, 115 projects with health aspects are cur- 
rently under active super\'ision by the Inter-American Development Bank; 14 
health-related loans are financed by the Asian Development Bank. 

The World Bank has recognized that strategies of the 1950s and 1960s were not 
bringing appreciable benents to the poorest majority in many developing countries. 
As a result, the Bank suggested greater emphasis on direct action to increase the 
participation of the poor in economic development and ensure their equitable share 
of the benefits in their countries. 

Since most of the very poor live in rural areas, the Bank has displayed a rural 
development orientation which, in turn, has led to expanded agricultural operations. 
More recently, the Bank's attack on absolute poverty has been extended into urban 
areas, where assistance has taken the form: of identinable urban projects and a modi- 
fied approach to lending for industry transport and development fmance companies. 

Although IFIs have become increasingly oriented to basic human needs and are 
increasingly involved in health and the health effects of project lending in all sectors, 
most IFIs do not lend for health projects alone. Rather, health k interpreted as an 
integral part or a by-product of more general development strategies. 

There is a normal process by which the United States can recommend changes in 
lending patterns. The United States can request an internal assessment of all past and 
ongoing sector activities. The World Bank has not conducted a review of health pol- 
icy since 1974; health policy does not include population and nutrition activities, 
which are considered in separate strategies. There have been no health policy discus- 
sions in the Inter-American Development Bank since 1967. The Asian Development 
Bank does not have an explicit health policy, although health is a factor in some of 
its investment lending decisions. After an assessment has been completed, and only 
then, can policy directives be issued. 

New initiatives in international health will be Impaired if health professionals are 
not seriously Involved in program evaluation and in the definition of U.S. policy 
towards international financial institutions. Infrastructure investments have signifi- 
cant environmental and health Impacts and shouJd be evaluated by people who are 
speciflcally oriented toward human needs impacts of economic programs. As IFIs 
move more assertively into human needs areas, health expertise for new programs 
will certainly be needed. It is our impression that the U S. Government currently 
evaluates IFI programs on the basis of information generated by the banks and those 
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reviewi are conducted by nunhealth professionals in government agencies. Although 
we judge the standards of the banks to be high, we find the lack of technical review 
by the U.S. Government an unwarranted shortcoming. 

VS. representation differs between the IFIs and other U.N. organizations. 
Whereas UN. agencies include all member nations, each having an ec^ual voice and 
vote, IFIs include recipient and contributing nations, with votes largely proportional 
to contributions. Moreover, most of the IFIs are regional rather than global in scope. 

The IFIs appear to have been less subject to East-West differences than other 
U.N. agencies, although the situation may change if Communist countries increase 
financial contributions to development assistance. IFIs obviously serve as forums for 
North'South discussions, and such dialogue could be constructive because of the 
very nature of the IFI progranis. IFI debates on different approaches to develop- 
ment assistance among donor nations also have an Impact on health assistance and 
are related to larger issues of international economics. Because of this and because of 
its multilateral nature, effective participation in the IFIs requires a combination of 
diplomatic, financial, and health expertise. 

The Carter Administration definitely favors increasing contributions to interna- 
tional financial institutions. Recently, the Secretary of the Treasury stated that our 
concept of "development'* has now broadened to the point of outlining specific 
oWectlves - satisfaction of basic human needs, better distribution of income, re- 
duced rates of unemployment, and greater agricultural productivity. Health can now 
be accorded greater value as a component of aid (Blumental, March 9-10, 1977; pp. 
15^16). 

The United States should urge the IFIs to re-examine their health strategies and 
should support IFI policies directing a significant portion of lending to basic human 
needs activities, A reasonable amount of those funds should be allocated to the 
development of integrated health services to meet basic human needs. 

A Mixed Strategy for Intirnatlonal Health Aiilitance 

We believe there is a need for a mixed strategy for financing U.S. health assis- 
tance to developing countries. The United States should explore and use commer- 
cial, private, nonprofit, bilateral, and multilateral channels to achieve this goal. 
Financing channels may be improved through incentives for international health 
involvement,_the use of a health endowment, and an analysis of health-sector strate- 
gies by the IFIs. 

The key Issue is the appropriate allocation of resources among financial mecha- 
nisms. Ideally, we believe "zero-based analysis" can be best used to investigate the 
optimum allocation of governinent resources among subsidies and Incentives to the 
private sector, allocations to bilateral assistance, and contributions to multilateral 
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-organizationi. Moreover, we should involve host country representatives In budge- 
tary allocation discussions at the country-specinc level and donor and recipient 
communities at the multilateral level. 

Such steps are immediately possible only for allocations between bilateral and 
multilateral channels. In the short term, it appears clear that the absorptive capacity 
of the bilateral channels in the health area is greater than that of either U.N, agencies 
or IFIs, and the most rapid, immediate rate of increase should be in AID-funded 
health assistance. If the IFIs accept strategies calling for integrated health assistance 
programs, with implied delay of the strategy review process, they too can rapidly 
expand health assistance programming. 

From a U.S. economic perspective, it appears prudent to select those channels of 
foreign assistance which do not have a negative impact on U.S. balance of payments. 

Developing countries lenerally prefer assistance which provides direct capital 
transfer and allows them to use tho.5e funds to stimulate local industries. When they 
must import goods, they also prefer unrestricted assistance so that they may shop 
freely on world markets. Development assistance must be carefully planned to rec- 
oncile the legitimate, often competing viewpoints of donor and recipient. 

We strongly recommend that State, coordinating with Treasury, Commerce, and 
HEW, obtain the relevant information and frame health-sector assistance allocation 
decisions (including use of commercial and private, nonprofit channels) in a zero- 
based analysis framework. The principal focus of this effort should occur as an 
assessment of health assistance financing in each recipient country. The regional and 
worid aggregates should be prepared from country-speciflc data; the report would be 
a part of the foreign assistance budget submission to Congress each year. We believe 
that only State can serve, in this case, as a neutral arbitrator among the development 
assistance, commercial and multilateral agencies involved in health assistance to 
developing countries. 

The Roli of U.S. Corporatidns in International Htalth 

A strengthened govemment and private-sector partnership in the distribution of 
services, know-how, and equipment worldwide is desirable because such a strategy 
can promote the most efficient utilization of all available health resources both in 
terms of costs and numbers of individuals and societies which can be aided, There 
are two major reasons for emphasizing such an approach. 

By virtue of the size of the U.S. market, its massive investments in research and 
development, and its high levels of productivity, the U.S. private health industiy has 
developed an advantage in the production of health services and products second to 
none in the world. The benefits, in terms of the avaiJability and cost of the newest 
technologies, can be exported throughout the world. 



129 



1S8 



Niw Dirtctlong In Internationaf Heaith Cooperation 



Nevertheless, this indust^ h restricted by the simple matter of limited resources, 
No matter how much the United States commits to improving international heaJth, 
our efforts will not be enough to accomplish everything we would like. The govern- 
ment therefore must ration its iupport, concentrating its efforts in areas of greatest 
need; it will have to rely on the resources of the private sector to reach upper- and 
middle-income societies. 

For us to enlist the private health Industry in a concerted effort to raige the level 
of international health, we must first understand the nature of industry involvenient 
and industry problems faced in establishing and expanding foreign markets^ Only 
with this understanding can we begin to devise strategies for encouraging greater 
involvement. Such strategies necessitate U,S, trade and commercial policy consider- 
ations. Until now, the goal of improving international health has not figured in U.S. 
international economic policy; however, if the private sector is to become a channel 
for new health policy oyectives, then U.S. inteniational economic policy must also 
reflect health considerations. 

Scope of U S, Corporate Activity in International Health. US. corporations play 
a major role in international health as producers and exporters of health products 
and services ranging from hospital construction to medicines. Through direct over- 
seas investment, they also serve as vehicles for the transfer of health technology. 

Trade in health=related goods and services is a signincant part of U J. interna- 
tional commerce (U.S. Department of Commerce, December 1976). Medicine and 
medical supplias are not the only forms of intemational exchange, Other important 
elements are health insurance and health ftciUty management, as well as operations 
or construction services. Products required for health delivery services should also be 
included, such as insecticides and pesticides for vector-control programs, vehicles 
and communications equipment, and food processing equipment. 

VS. Trade in Health»Related Goods, Health-related manufacturing activity con- 
tributes favorably to the U.S. balance of trade and accounts for significant aspects of 
technology trajisfers by VS. industty (see Table 5). The top grouping of commodi- 
ties and countries shows that the United States exported a total of SL9 billion in 
medicines and medical supplies in 1976, while importing only $0.7 billion. The next 
two groupings furnish some detail as to the distribution between medicinal items 
traded as bulk and those traded as finished package materials. TTie last grouping gives 
the distribution of health-related hardvvare including most medical support equip- 
ment, except nuclear medical equipment and dental and optical goods. (In 1976 
about $25 million worth of nuclear-derived medical products were exported^ all to 
high-income countries.) These three groups of commodities produced a positive 
trade balance for the United States in 1976 of SL144 billion. 
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TabI© 5. U,S. Ixports and Imports of Madlclnes and Medleal SuppliiS, 

and Countflas of Deatinatlan and Origin Groupad by 19?6 Inaome Uvela 



CDmmodi^and EKpom 
Country Grouping (g Millioni) 



Medicines and medical suppMes, total i ggi 

HlghMncome countries ^ 242 

Middle-income countries , . . , 238 

Low m Id die- in CD mt countries 294 

Low-income countries 71 

Commynist areas . -jg 

Drugs and other medicinal chemlcils 

in bulk, total , , 32g 

High-income countries = 237 

Middle-incomi countries , 40 

Low rniddle-mcoma cpun tries , , 44 

Low-incpnie countries , . , , 5 

Cornmuni$t areas 3 



Medical instrunnenti, x*ray and 

other medical ipparatui, total 527 

High-Income countries 38g 

Middle-income eauntriei _ _ 54 

Low middle*ineonie countries ........ 7^ 

Low-lnGome countr ies -12 

Communiit areas ................... 4 

*Less than $800,000, 



U.S. 
i m ports 
(S Millions) 



717 
639 
14 
41 
7 
16 



182 
154 
6 
16 

n 

6 



Medicfnol and pharmaceutical products, total . gge 269 

High-incorne coun tries gig 

Middle-income countries 13g 

Low middlaH'ncome cDuntriei 
Low-lncorne countries ............... 

Communist areas ........ 



8 

180 20 
52 3 
9 9 



26S 
256 
1 

4 

4 
(*) 



mtB:A\\jQuntr\BB Dther than the Communist areis art grouped by level of 1973 par aapHa GNP ai 
S^om^ S3^^;^' incomg, $1,001.2,000^ low^mlddja Income, 530141, OOO^'and 



Sat//c#.^ Bureau of International EconorniD PeMcy and Research, Dgmittrc and (nternitional lusinais 
Admin istraiiOn, DepaFtment of Commtreg, 
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Tabid § (Continued) 



Countries in Dtictnding Pur Capita Order ^ 1973 



High Income: 

$2,001 per ciplta 
and abovf 



Middle Income' 

$1,001-^,000 per eapita 
Low^middle Incorni. 

&01 $1,000 per capita 



Low IncQfiie: 

$300 and below par aapita 



Cytnmunist: 



Kuwait, United Arab imiratos. United States, Switiarland, 
Qatar, Sweden, Canada, Fedaral RepubliG of Germany, Den- 
mark, Iceland, LuJcembourg, Norway, ielgium, France, 
Australia, Netherlandi, New Zealand, Japan, Finland, Libyan 
Arab Ripublic, Austria, United Kingdom, Israel, Italy, Ireland 

Greece, Singapore, Spain, Argentina, Venezuela, Saudi Arabia, 
Netherlands Antilles, Cyprui, Hong Kong, Portugal, Gabon, 
Trinidad and Tobago, Malta, South Afrioa 

Barbados, Jamaica, Uruguay, LebanQn, Panama, Bahrain, Mex- 
ico, Iran, Surinarri, Iraq, Oman, Brsiil, Chile, Coita Rica. 
Beliie, Republic of China, Fiji, Peru, Turkey, Algeria, Ma- 
laysfi, Nicaragua, Dominican Republic, Guatemala, Angola, 
Tunisia, Colombia, Rhodesia, Eambia, Guyana, Mauritius, 
Papua New Guinea, Paraguay, Republic of Korea, Syrian Arab 
Republic, Ecuador, Ivory Coast, Mozambique, El Salvador, 
People*! Republic of Congo, Jordan, Swaziland, Honduras, 
Morocco, Literia 

Ghana, British SQlomon liland, Philippines, Senegal, Thailand, 
Cameroon, Arab Republic of Egypt, Bolivia, Botswana, 
Nigeria, Mauritania, Togo, Kenya, Central African Republic, 
Sierra Leone, South Vietnam, Madagascar, Uganda, Zaire, The 
Gambia, Haiti, Indonssla, Sudan, Tanzania, India, Pakistan, Sri 
Lanka, PeQple'i* Republic of Benin, Guinea, Malawi, People*! 
Democratic Republic of Yemen, Lasotho, Niger, Yemen Arab 
Republic, Afghanistan, Ethiopia, Nepal, Bangladesh, Burma, 
Burundi, Chad, Somalia, Cambodia, Mali, Rwanda, Upper 
Volta, Lao People's Democratic Republic 

Democratic Republic of Germany, Czechoslovakia, Poland, 
U J.S,R„ Hungary, Bulgaria, Rumania, Vugoilavia, Mongolia, 
Cuba, Albania, Democratic Republic of Korea, People's 
Republic of China, Democratic Republic of Vietnam 



SQure§: World Bink, World Tables 1976. 
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U.S.'based pharmaceutical nrms proyicle over one-third of the free world^s sales 
of prescription drugs. However, less than 20 percent of their fbreign sales are ex- 
ported from the United States; the principal amount is produced overseas by fbreigii 
subsidiaries (see Figure 9), The reasons why UJ. health firms have elected to maiiu^ 
tacture abroad rather than to export vary from countiy to country. The most 
important reasons include the existence of foreign tariff and nontariff barriers to 
trade ^ highly protective tariffs and fDreign laws or policies that make it difficult or 
impossible to market a product within a country unless it is produced there = and 
easier servicing of foreign customers, as well as competition. The establishment of 
overseas manufacturing affiliates, in tuni, encourages the export of as.^produced 
ingredients, bulk materials, parts, and equipment. Since ma_ny foreign markets would 
not be accessible except through local manufacturing of final-dosage' form products, 
the effect of this foreign investment has been to increase U.S. employment and sales. 

Host countries, especially the more developed in the developing worid, have 
bengtlted substantially by the transfer of niodern scientific, technical, managerial, 
and distributional skills associated with direct investment by U,S, pharmaceutical 
firms. Worldwide operations also enable pharmaceutical firms to spread corporate 
overhead, research, development, and other indirect costs over a larger base, result- 
ing in lower average unit costs both in the United States and abroad. Prior to 1976, 
overseas sales of pharmaceuticals by US. firms grew faster than domestic sales for 
several years and, accbrding to the Pharmaceutical Manufacturers Association, now 
account for 40 percent of total U,S. pharmaceutical sales. The net income from U.S. 
trade in medicinal and pharmaceutical drugs and chemicals in 1975 was approxi- 
mately $750 million. 

The sale of medical devices and diagnostic products overseas is increasing 
rapidly, contributing approximately S262 million in net additions annually to the 
U.S. balance of payments. New medical supply and equipment technologies are 
introduced by U.S. firms at an everMncreasing rate. Discoveries in this area are 
extremely difficult to evaluate in terms of global desirability. The decision to pur- 
chase such devices and products requires specialized knowledge of their application 
and use that generally is available only from a few experts. In developing countries 
especially, these experts are often representatives of industry itself. 

Trade in Health-Related Services. Unlike the trade in health products which grew 
lis did other aspects of international commerce, the so-called health services* are not 
measured systematically in an international statistical series. No trade association 
specifically represents the international interests of firms providing such services and 
few, if any, public policies or standards have been formulated to guide the interna- 
tional flow of these seirices. Their importance in trade, therefore, is difficillt to 
assess precisely. Consequently, these seivices are rarely addressed in international 
economic theory. 



W^/e; For purposes of thi.i disgusslDn, this group of aclivjfies mcludei: health facility construction, hqalth- 
rulated management and technical assistance, and duGCl service by health pfoctitlonars. 
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Figure 9. Foraign Sales of ithiaal Pharmacayticals by U.S. Firms, 
1963-74 
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Soufuss: Pubiifhtd Pharmaceutical Mp nufacturiri A^ociation {PMA} survey riperti. 
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Grov^h of liitirnationil Hailth CommerQ@ 

The involvement of health-related industrigs in internatioiial operations has pro- 
duced some doniestic and oveneas public aontroversy. In many instances this has 
affected the ability of these industrif s to develop overseas markets and operatioiis. 
Sometimes, the sheer size of U J. health-product trade and ijivestment levels is por^ 
ceived as politically and economically threatening by foreign leaders who believe 
their country to be subjected to a dependence on foreign sources of supply and to 
limitation of opportunities for local Industrial expansion. In addition, more subtle 
and complex problems arise from the way health products are manufactured, trans^ 
ported, advertised, sold, and used in overseas settings. Such issues are important 
because they affect both the ability of industries to develop overseas markats and 
the actual quality of health care we may be trying to help other countries achieve. 

Price Contfols on Health Supplies, Foreign governments often control the prices 
of drugs. Because of this, prices for the same drug may vary among countries as 
multinational firms producing these drugs strive to achieve acceptable returns on 
their investments. One effect is that consiimers in some countries subsidize the pur- 
chase of drugs in other countries. The degree to which these subsidies exist and 
benefit the truly needy should be explicitly understood and related to U.S. intenna- 
tional healtli and trade policies. TTie recent U.S, experience with domestic price con- 
trols, whereby products were either discontinued in the United States or sent to 
markets overseas where there are no controls, illustrates one undesirable situation. 
We should attempt to communicate our experience to countries considering similar 
price controls. 

Product Research, Development, and Pricing. VS. pharmaceutical manufacturen 
have developed drugs which they believe are effective for the treatment of tropical 
and other diseases common to developing countries. TTie prices of some of these 
drugs, however, exceed what individuals in developing countries can afford. Some 
critics contend that private indust^ lacks real interest in creating and marketing 
inexpensive drugs for diseases predominating in lieveloping countries. 

WHO emphasizes the need for more research and development of new drugs to 
be offered at less cost for more widespread use. The manufacturers maintain that to 
the extent some drugs are beyond the reach of these low- or no-income populations, 
governments should, with their own funds or with foreign assistance, make theni 
available for widespread use. 

A Viable Patent System. A longstanding U.S. view of patent policy is that an 
inventor or developer should have a chance to recover costs of new product develops 
ment and inake a profit. Cuirently, some developing countries sonietimes disregard 
patent laws. Their attitude limits manufactufer motivation since it reduces the 
chances of adequate cost recovery. Proper patent protection could induce the pri- 
vate research and development community and other related industries to create 
new products so desired by developing countries. 
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Certain consumer advocate groups nniiintain that conipulsory patent liceiisinsis 
desirable in developing countries to decrease the price and increase the dispersioii of 
health-related goods. Manufactiireo, howver, argue that compulscry licensing 
would inhibit research becaxim It lessens the likelihood of recouping ijivestment. The 
UJ, Governinent should, in my case, establish a continiiing review of how patent 
laws affect international lieallb activities, particularly in developing countries. 

Market Development T3ie U.S. Government can assuine a major role in cli3veJop^ 
ing markets abroad ior the sale of U.S. health-related goods and seTvices.- Inforinii^ 
tion on the needs for tliese gooids and sexvices in developing countries and on the 
planned and projected levels of expenditures, as well as information on niarket struc- 
ture and toreign competition, can beinviiluable to American firms (especiall3^smalN 
and medium-sized companies vvith intemational affiliates) wisliing to enter fcreign 
markets in developed countries, Coniniujiist nations. Organization of petroleuni 
Exporting Countries (OPECD, wd ^ther clcveloping nations. 

In 1 975, 60,2 percent of t&tal US. e.^ports went to developed countries (Can^ 
ada, Western Europe Japan, AustraJia, Mew Zealand, and the Republic of South 
Africa). Somewhat less than the two^thirds of health-related tJJ.escporti weiitto 
highMnconie couritriesin 1975. WhLly trade with developed cotmtries has been grow 
ing slightly less rapidly than that wi th dei^eloping countries, such trad© will remain in 
the foreseeable future the major focus of intemational commercial health po^licv. 

Although it started from a very ]ow level in the 1960s, total trade with Commu- 
nist nations has been expaniing rapidly. I^ajor efforts should be focused on eKparid- 
ing health trade ^ith these nations; such iiction would be appropriate und^r the 
recently signed Helsinki Agreernent. The U.S. public and private .rotors sHoald dis» 
cuss bilateral opportunities mih individual Communist nations far exhibitions, tr^de 
fairs, or other niedmnisms of e^cchange. 

The OPEC members appear to present special challenges to the developni^nt of 
intemational health trade. These countries, especially Arab members, hav^ health 
conditions typical of de\relop ing nations but with hlgli incomes. They are expected 
to require assistance for their invcstnients in health resource industries (acadeinic 
health centers, research and aev^clopnient institutions, health supply nianufacluring 
plants, and so on), in health service untitutions (hospital and ambulatory facaity 
construction and equipnient),and actual saleof health services (staffing and oper- 
ating facilities). These countries will probably accept the full spectmin of public and 
private channels for com niercial exchaage. 

peveloping countries are least represented among exportuig and iitipoftinfi 
nations in health commerce (cn a pex capita basis). Lack of funds, sMIled personnel 
technologies, and health services delivery systems limit health trade. To M^i with 
^uchmarket imperfcctioriiin the short term, various national policies have be=€n 
eiitLvted by the governments of these couriirks. 
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Several governnieiits in Latin Ajrierica, for example, have recently instituted 
restrictioni on the types of contracts that American companies can negotiate in their 
comtries. In Pakistan, law restricts production of pharmaceuticals to generic drugs 
onjy. Moreover, in many countries tariff and nontariff barriem to trade frequently 
require companies to manufacture in the developing countries themselves, if they are 
to participate in their markets. WTiile policies like this were initially thought to be a 
constraint to Americaji indust^ involvement, U J, companies have continued to 
worfc in such countries. 

The State and Commerce Departments, as well as American commercial institu- 
tions, can assist in iinprovijig market opportunities for US. health-related industries. 
For instance, government representatives can introduce private=and public-sector 
officials to appropriate calleagues in the county where salas are to be made and 
inform them about U.S. capabilities available to these countries. These officials, in 
turn, can similariy represent American commercial Interests abroad. A specific ele- 
ment of health industry representation involves trade fairs and other m^or promo- 
tional activities. State, USIA, Commerce, and other U j. agencies should continue to 
actively seek such opportu^nities to promote the sale of American health supplies. 
The U.S. Government, under the direction of the Office of the Special Trade Repre- 
sentative, can also continue its current efforts to reduce or remove the tariff and 
nontarlff measures vvliich iinpede the flow of internationally traded products. These 
efforts are being made in conjunction with other trading partners at the current 
round of multilateral trade negotiations held under the auspicas of the Genera] 
Agreement on Tariffs and Trade (GATT). 

Trade Processes. Appropriate trade processes in health goods and sen^ices must 
be encouraged and cari be facilitated with an understanding of the market structure. 
Among the trading partnirs of the United States, there are many countries which 
cannot finance their purchases of health goods and services without assistance. The 
problem is to encourage foraign-nnanced purchases whenever they, appear suitable to 
a counti^'s health or its ecanomic and political situation while ensuring the rele- 
Vance of such trade to a basic health needs policy. 

Businessmen interviewed during this assessment commented on the reluctance of 
some U.S. finns to enter fully into international commerce. According to them, the 
hesitation of these finns is tased on a lack of familiarity with international trade, 
feelings of relative disadvantage with respect to more experienced competitors, lack 
of information, and a prevaJling attitude of uncertainty in the industry. 

Market research, information, and intelligence are fundamental in making deci» 
sions for health trade. While multinational corporations have sophisticated market 
research operations, many small- and medium-sized firms do not. The U.S. Govem» 
ment could provide a niajor economic development service for promoting foreign 
purchases; it should offer tiinely and accurate market information on health product 
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markets. Siniiiarly, the U.S. Covernn^ent could st^gngthen its support for small feasi- 
bility studies for private'sector investj^gny in he^j^h industries whinh, if successful, 
would repay the U.S. Goveminent's ^pntribution the study. 

Disseniinatina Information on Techn^I%. The U.S. Governnient has been 
assisting U.S. meclical equipment afl^ suPplK man^,facturers to inConn foreign medi- 
cal personnel of the latest advaiices tmtm^fH procedures, They have done so 
through medical seiniMrs, trade missions, and coi^^ercial exhibitions with technical 
sessions since the I 960s. !„ the 1970^^ catalos sH^^s and a new product inforination 
service were added. 

The medical profession, through {(5 vtrjous iQcjfttie.?, organizes hundreds of 
■ medical meetings, conferences, and %inposia annij^jiy. There are also hundreds of 
medical periolicsils devoted to dissen^jj^aiing medj^gi knowledge. 

One exanipie of an event oraaniz^^ by ^he W-S, Dtipartment of Commerce was 
an exhibition held at the Xj s. Trade ^igvflbpiritJnt t'enter in Bangkok, Thailand, in 
1968. The Commerce Departnient en\jitsi^d thit y,out 75 percent of Thailand's 
medical leaders and decision-niakins h^tsSinm^ ijiedical equipment attended this 
event - over 1,500 persons. Forty'f«J\<r U.S. cojnftaflies exhibited tlieir medical and 
hospital equipriient, supplies, and pii%j,K juticals^ 

The U.S. Governnient should do i\^re w pron^Qte the dissemiriaton of medical 
information and knowledge, and to H\p make sucj^ material more applicable to 
developing country health problems, through botl\ private and public chaiin.jls. In 
that regard, the follow'ini should be Plirsiied: 

• Sponsor more medical seminars, Ji^issions* ejihibitions through the Office of 
International Waflceting, U.S. DeP^^ment of Opnimerce: 

• Encourage U.S. professional societigg^ iiiedicfll journals, and others to mount 
campaigns to obtaiii foreign-af filiate meinbefs subscribers Csome already are 
doing so); 

• Encourage leading forelgii medical pj-ofejiioflal^ jo attend some of the many 
U.S. medicy conferences or exhibi^jQns; 

• Mobilize the resources of the U.S' ^atiorial Lib,,^ry of Medicine in Bethesda to 
provide more information overseas; 

• Arranie a health trade fy, or exhitidon of U-S. products and health-related 
technologies between countries. 

Raw Materials Supplies, intematiot^y cor/ime^'^^ |n the raw materials of dmg 
production is important to dBvelopinl Countries as ^ |Ource of hard currency and to 
developed couaitTies as the 
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4 few years agD, interruption of poppy production Turkey (at the behest of 
the United States), adverse weather conditions in India, and Soviet purchases in the 
international opium market resulted in a shortage of opium and threatened the sup- 
ply of opiuni-coataining drug products in the United States. TTiis necessitated a 
release of opium froni the U,S. Government stockpile.- AJthougli there is no question 
that the United States could produce enough opium to meet its own needs, a high- 
level decision to continue dependence on foreign sources has been made primarily in 
consideration of international reiationsand for the rnaintenance of "moral leader- 
ship" by the United States to discourage widespread production of opium. 

k considerable international supply of drug precursors is derived from animal 
products — for example, those from the pancreas and pituitaty glands of animals; 
some of these may be useful In the treatinent of the elderly. This supply may 
become increasingly important as an expanding older population in developed coun- 
tries creates a growing demand for drugs derived from these materials. Demand will 
also Increase as larger numbers of older people in developing countries gain acc ^ to 
modem medical care that will be using these sophisticated drugs. 

Since issues surrounding raw material transfer, acquisition, and use with respect 
to drug products are becoming more complex, we suggest that the U.S. Gpyernmeiit 
carefully review eKisting policies. The dimensions of such a review should, to the 
extent possible, include studies of furthering development objectives among coop- 
erating countries while meeting U.S. strategic needs for reliable raw material 
supplies. 

Trade Financing. Numerous financial barriers constrain Ajnerican health trade. If 
policies were more flexible, the available trade financing inechanisms, such as OPIC 
and the Export-Import Bank, could be more effective in promoting the U J, health 
industry. 

OPIC is specillcaJly chartered to promote investment by US. firms in developine 
countries. We suggest that health investments are '*particulariy developmental,'* and 
should be strongly promoted by OPIC. OPIC provides loan guarantees to private 
lenders, direct lending, and insurance to U.S, firms for investiiig in health-sector 
industry abroad. 

In 1977, OPIC insured some 89 projects totaling $332 million in 35 different 
countries, OPIC is generally an excellent vehicle for encouraging expanded invest- 
men t, We propose that OPIC have a strong, reliable, and continuing program to 
encourage investment by U.S. health-sector industry abroad. 

The Export-Import BarU< also plays a major role in providing financial incentives 
to increase exports. The extent of this role is demonstrated by FY 1976 expendi- 
tures of S36 J million in loans, insurance, and guarantees for exports of US, blo' 
medical equipment, supplies, and health-facilltv con^^truction mafenals. Thk qnm. 
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the Export-Import Bank might significantly increase its efforts to provide nnancial 
incentives to health-related exports. 

Appropriateness of International Health Commerce. Governmental activity in 
stimulating U.S. international health commerce should be complemented by efforts 
to ensure that these activities appropriately serve the basic health needs of recipient 
populations. Many charies have been made In the past that U.S. health technologies 
(products, methods, and services) sold abroad were too advanced, improperly adver- 
tised, inappropriately labeled, deficient in quality, outdated, or otherwise inappro- 
pmte to the needs of a given country. Such abuses probably chnTacterize only some 
of our conimercial involvement In the developing world. However, before we encour- 
age furtiiof siimulation of this involvement, a better understanding of industry's 
impac* STmx be developed and such abuses dealt with. We suigest that areas of fur- 
ther fiXMyaation might be product labeling, product marketing, and health and 
eriH> omental effects of international trade. 

Product Labeling. Corporations label products dirferently in the United States 
and in developing countries. The labeling of a drug abroad sometinies has more 
"indications for use'' or fewer precautions about side effects than the same drug Is 
required to have in the IMtsd States. Such labeling may result in inappropriate use 
of certain drtJgs. The issue hof wiHely publicized and it would appear that some 
sipuficant abiisei have oegurred in the past. However, the situation is explained 
partly by ver?/ strong dmg mmtr/ regulation in the United States and partly by real 
differences In drug Indications among relatively affluent and poor populations. The 
U.S. Pharmaceutical Manufacturers Association has adopted, as has the International 
Federation of Pharmaceutical Manufacturers Association of which it is a member, a 
position accepting the responsibility of drug manufacturers to supply information 
consistent with the body of scientiflc knowledie and medical practice pertaining to 
their products. Continued vigilance to detect, publicize, and prevent any abuses in 
product lalieling should be combined with encouragement of corporations to volun- 
tarily maintain high etliical standaa-ds of advertising and labeling. 

Product Marketing. Marketing practices differ throughout the world and vary 
over time in the health industry. Infant formula provides an instructive example 
because of the controveray generated over marketing approaches used by U.S. firms 
or companies of other nations. Since only a small fraction of the population of 
developing countries has the wherewlthsl to buy sufficient formula to nourish babies 
adequately and to prepare formula hyiie«ically enough to avoid Infectious disease, 
the appropriatejiBSs of widespread use of such products In developing countries has 
been questioned. U.S. advertising practices in developing countries which have been 
questioned include: 

• Advertising through mass media and poster billboards; 
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• Promotion of formula feeding to professionals through medical journals, spon- 
sorship of conferences, provision of free samples, pamphlets, and other medical 
facilities. 

There is no official U.S. policy on the matter but there has been considerable 
interest in these issues both in the Executive and Legislative branches. 

The pharmaceutical industry itself has adopted several self-regulating codes 
through its trade associations which encourage voluntary conipliance with ^'ethical 
practice'' standards. In generaJ, these codes prohibit mass-media advertising. Empha- 
sis in marketing is shifting to professional audiences, and the use of mothercraft 
workers appears to be diminishing. However, some companies have refused to join 
industrywide associations for developing codes, claiming possible liability under 
antitrust statutes. 

The VS. Government could adopt policies related to product marketing, such 

mi 

• Examination of its own aid efforts to make sure that U.S. programs strongly 
support and foster the use of appropriate health practices; 

• Assistance to developing countries for the purpose of mapping out appropriate 
programs and uses for donated commodity items to insure that they are not 
misused; 

• Urging througii the Department of Commerce voluntary compliance v^ith a code 
of high ethicaJ standurd^. 

Health and Environrnental EUmts oi Inii^imikmBl Trade. All types of interna- 
tional commerce create health and environmental effects whkh require control by 
public or private efforts (World Bank, 1 974). 

The effect of safety at the work site on labor productivity is receiving attention 
throughout the world as labor costs increase. Despite more generai application of 
occup .uional safety and health measures^ there may be a tendency for foreign coun* 
tries to be remiss in adopting some of these measures and to have an apparent com- 
petitive cost advantage in industrial activity. 

U.S. industry should be encouraged to make occupational health and safety an 
integral part of its production and distribution activities. Similarly, an international 
health strategy should foster collaboration between the United States and other 
countries to ensure common practices. The United States should be careful neither 
to export nor import ill health through these processes. This countiy cannot act 
alone, unless it is willing to accept significant inteniational economic disadvantage or 
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As with issues concerning worker health and safety, problems about the envi* 
ronmental effect of economic activity are currently reci'iving worldwide atterttion 
throush U.N. conferences and otlier international dwgussions. These problems may 
be direct (as in polluting drinking water) or Indirect (as in propagating disease 
vectors). 

The effects of Industrial growth on the natural environment and on people's 
health are manifested in several ways. At the earliest stages of industrial or agricul- 
tural activity, eJttraction of resources can change the natural ecology and Increase 
related disease. Raw materials become reworked through industrial production, cre- 
ating further pos.sibilities for distribution of pollution and disease. Then additional 
wastes are produced as people eat, use, and discard items, At each stage of industrial 
or agricultural activity, the ill-effects upon human health and the natural environ- 
ment become irreversible or correctable only at astronomical costs (d'Arge, 1972, 
p. 14). The merits of avoiding extremes of industrial pollution (such as the case of 
Lake Erie in the United States) should not be ignored. 

Products and services brouglit to the marketplace often pose health hazards to 
consumers. Some hazards can be avoided simply by providing sufficient instruction 
to the buyer. Since many medical products and services may not be easily under- 
stood by the buyer, assistance of trained health workers to prevent misuse of a drug 
or treatment is required. 

Perhaps one of the most serious barriera to international trade in health products 
concerns protection of consumers by regulations in the United States and abroad 
requiring government approval before marketing. Any international health policy 
must recognize that different governments and the medical communities within their 
jurisdictions may disagree legitimately In their judgment of the cost-beriefit or risk- 
benefit ratios associated with different drugs. In countries where physicians are 
scarce, for example, there may be a net benefit in terms of lives saved. Medical auxil- 
iaiies can perform certain surgical procedures or can administer antibiotics which 
might properly be the duties of highly qualified physicians in a country like the 
United States. The fact that mainland China uses chloramphenicol more than other 
antibiotics is not because the Chinese are unaware of the dangen associated with this 
product. Rather, they recognize that the danger of death from severe infections, 
whose identity the "barefoot doctor" may be unable to diagnose, is considerably 
greater than the risk of aplastic anemia at a rate of 1 to 40,000 exposures to chlor- 
amphenicol. 

In any case, free transferability of scientific results on the efficacy and safety of 
health products is greatly to be desired. Coordination of licensing standards among 
nations in terms of the quality of information is Inadequate. We believe a significant 
effort should be made to develop agreement among countries on common standards 
for health product testing and reporting of licensing information Thh nhiortivp 
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States and other GATT members. The code will encourage the use of appropriate 
iritarnational standards developed by internailonal standardization bodies; this 
includes the work of the World Health Organization and other similar bodies. 

Several alternative policy instriiments seem applicable to strengthening U.S. poh 
icy for health and environmental issues in international health. We propose the 
followini: 

• The U.S, Government should encourage, through international organizations 
such as GATT, OECD, and appropriate U.N. agencies, adoption of international 
standards or guideUnes; 

• A coordinated internationaJ approach to such problems might truly have great 
impact on health in the developed and developing worlds= Therefore the Federal 
Government should Finance a major effort to analyze the health side-effects of 
international trade. 

Clearly, the Office of the Special Trade Representative and the Departments of 
Treasury, Commerca, Agriculture, and Interior, as well as Labor, are all significantly 
involved in the commarcial and financial aspects of Inteniational health. Commerce, 
for example, appears especially appropriate to encourage social responsibility for the 
health aspects of international commerce and to regulate and ensure compUance 
with measures to protect U.S. residents from imported health hazards. The Depart- 
ment of Health, Education, and Welfare is the obvious location for the biomedical 
expertise needed to maintain surveillance of the health aspects of International com- 
merce and to develop and obtain compliance with measures to protect U.S. residents 
from imported health hazards. Thus, an interdepartmenta) approach to the problem, 
is required at least in the evaluation and utilization of pertinent information. We 
believe actual studies of this subject will have to be done with private-iector 
involvement. 
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U.S. Research and International Health 

In this chapter we shall address several aspects of U.S. research, development, 
demonstration, and application (RDD&A), broadly defined, pertaining to interna- 
tional health, Current legislative authorities for international health research, mecli- 
anisms for funding, setting priorities, and reviewing research proposals are discussed, 
as well as some constraints to research and development by the private pharmaceu- ' 
tical industry. 

We shall include in our definition of "health research" basic and applied labora- 
tory and socioeconomic studies, studies to discover or establish facts or principles, 
and pilot experiments to establish how some technique or knowledge could be used 
in practice. "Research" is used to denote the range of activities included in "raseareh 
development, demonstration, and uppllcation." 

"International health problems," as we emphasize them here, include diseases, 
nutritional conditions, and population problems common or peculiar to developin's 
countries, as well as problems of health systems planning and management, health 
services delivery, sanitation, and provision of safe drinking water. Of course, health 
problems of developed countries form part of this pouping, and we in no way deny 
the importance of problems such as aging, cancer, atherosclerosis, or the importance 
of international cooperation in basic biomedical research. Rather our emphasis 
renects a desire to concentrate on the relatively neglected health problems of devel- 
oping countries. ("Developing countries" in this discussion include all countries of 
Africa, South America and the Caribbean, and Asia, with the exception of Argen- 
tina, Japan, Israel, Australia, and New Zealand.) 

To develop appropriate recommendations for U.S.-supported international 
health research, we have made a number of assumptions about the nature of coop- 
eration in health-related activities; 

• Primary emphasis should be placed on health needs common to countries in 
which the gap between existing and attainable health status is greatest and in 
which resources to close this gap are least available; 

• The ultimate goal of health cooperation with developing countries should be the 
enhancement of their abilities to solve their own health problems, including their 
health research problems; _ 
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U.S. views must be considered in conjunction with those of foreign couritrics in 
which health programs are conducted. Both the United States and the foreign 
country involved have reciprocal rights and obligations and useful perspectives 
on problems; 



U.S. Researehand Interniiional Heaith 



• A proper balance must be maintained between research and service, as vveit us 
between the pursuit of new knowledge and the use of existing knowledge to 
improve the healtli of the poor majority in developing countries; 

« Cooperation with other governments and international health organizations in 
improving the health of mankind is aKiomatic. No one country has the resources 
to single-handedly conduct the research required to improve health for the ma- 
jority of the world's people* 



U*S. Govarnmant Supported International Health Resaarch 

According to FY 1977 estimates, six U J. Government agencies funded approxi' 
mately SI 06 million for international health research (see Table 6).* In addition, 
four other agancies of the U,S, Department of Health, Education, and Welfare 
(Health Resources Administration; Food and Drug Administration; Alcohol, Drug 
Abuse, and Mental Health Administration; Office of Human Devalopment) and the 
Department of AgHculture obligated a total of nearly S5 million for international 
health research. These estimates may be compared with the estimated $3,301 mil- 
lion funded by the governnient in FY 1977 for all health research. These figures do 
not include a small amount of indirecr. U.S. support for international health research 
via the World Health Organization, one-fotirth of the regular budget of which comes 
from the United States; they do include research supported by the Special Foreign 
Currency Program. 



Table 6. Intarnationai Health Raseareh Supportad by Six U.S. 

Governmant AgencitSi FY 1 976 and FY 1 977 (in Thouainds of Dollars) 



Fedtml Agency 


FY 1976 


FY 1977 (estimate) 


Ageney for International Devilopment 


39,342 


41,785 


Dapartrnent of Defansa 






Army 


16,496 


17,458 


Navy 


6,443* 


7,154^* 


Departniant of H^iUh, Education, and Welfare . . . . 


35,600* 


39,325* 


Canter for Disfj^a Control 




( 1,474)^ 


Health Sarv ices Admin litratbn 




{ 851)* 


Natlonai Inititutis of Health . . , 




( 37,000) * 


Total . , 


97,881 


105,722 



*lncfud#sSpiC}al Ffyriign Currincy Program htalth ris€irch funds. 
'Military pay isincludtd in total istimate, 

stimated Special Foreign Currency Program obllgitid funds for CDC ware $1 J miHion. 
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Of the $106 million in estimated FY 1977 obligations for international health 
research by the six major agencies involved, nearly $92 million was used to fund 
health research related to problems of developing countries (see Table 7). Of this 
latter amount, 57 percent was for support of research on tropical diseases; 38 per^ 
cant for population research; and the remaining S percent for research in health 
deUveiy systems, health planning, environmental health, and nutrition. 



Table 7. Federally Fund#d Health Resaarch P#rtiining to Devaloping 
Countries by Cmm^ in FY 1977 (in Thouaands of Dollars) 



Fedgral 
Agancy 



AID . . . _ . 
OOD (Army) 
DOD (Navy) 
HEW (CDC) 
H£W(HSA) 
HEW(IMIH) . 

Total . , , 



Health 



701 



221 
180 



1.102 



iealth 
lannlng 


TrQpioil 

Drsfisef 


Environ- 
mental 
Haafth 


Fopuletion 


Nutritlan 


Total 


609 


4,545 


300 


34,135 


1,495 


41 J85 




17,458 








17,458 




7,154 








7,154 


80 


898 






35 


1,234 


78 


344 


23 






625 




21,924 




762 


646 


23,332 


787 


52,323 


323 


34,897 


2,176 


91,588 



In the private sector, U.S. pharmaceutical fintis devote a substantial amount of 
thetr resources to research on drugs, vaccines, and pesticides, some of which are even 
more important to health abroad than to health in the United States. Pharmaceutical 
research and development was budgeted at SI, 028 million for 1975. Pharmaceutical 
companies spent S 133 miUton in foreign countries for research on human use phar- 
maceuticals. 

Much of the tropical disease research supported by Federal agencies was con- 
ducted in developing countries. The U.S. Government currently maintains several 
laboratones for international health research abroad; these include laboratories sup- 
ported by: 

• US. Army - Five teams in local research institutions in Thailand, Malaysia, Bra- 
zil (Belem, Brasilia), and Kenya; 

• £/.5. Navy - Research units in Taiwan, Egj pt, ami Indonesia; 

• NlHand AID - Dacca Cholera Research Laboratory in Bangladesh; 
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• CDC - Central American Research Station in El Salvador; 

♦ NfH-Funded Independent Corporation - Gorgas Memorial Laboratory in 
Panama. 

Based on the above current support and research efforts, we conclude that there 
is a large reservoir of potential strength in interr^ational basic and applied health 
research in th^ United States located in government agencies and in private industry, 
universities, and research institutes. In biomedical research especially, the United 
States has the most extensive establishment in the world. 

We have also found that at least 1 1 Federal agencies now conduct research 
related to international health. This multiplicity of effort is probably a source of 
strength, although some duplication may occur if these many segments are not coor- 
dinated with each other and with research efforts of international agencies and other 
countries. 

Legislativi Authorities for Governmint Support of 
Internattonil Hailth Resaareh 

Current authority for international health research resides in several Federal 
agencies. AID funds the largest amount for resaarch. Its applied research activities In 
health, population, and nutrition related to development assistance to developing 
nations are authorized by the Foreign Assistance Act of 1961, as amended (sections 
103. 104, 105, 106, and section 21 Id, Title II), 

In HEW, authorization primarily derives from the International Health Research 
Act of 1960 (PX. 86-610), which seeks "to advance the statui of the health sciences 
in the United States and thereby the health of the American people throu^ cooper- 
ative endeavor with other countries in health research and research training." Other 
HEW authority for biomedical research and health services research in international 
health is found in Title III of the Public Health Semce Act (P.L. 93-353, sections 
301,304,305,306,307). 

The U.S.Japan Cooperative Medical Science Prograrti, established in 1965 by 
delegation of Presidential authority under P^L. 86-610, authorises support for 
research on six diseases or conditioni prevalent in east Asia: cholera^ malnutrition, 
tuberculosis, leprosy, viral diseases (particularly arboviruses), and parasitic diseases 
(schistosomiasis and fllariasis). Grants, contracts, workshops, and annual joint con- 
ferences have been suppofted under this program, which is administerad by the 
National Institute of Allergy and Infectious Diseases (NIAID). 
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In the Army, aU bioniedlcaJ research is authorized by section 225 A-U Title 42 
U,S,C, which summarizes P.L. 278 dated April 23, 1976. Army research in tropical 
diseases is annually approved by Congress as a line item in the Army's budget, 

Sonie congressional authorities for research have departed from their original 
scope and are currantly defined more naTOvvly. For example, the International Cen- 
ters for Medical Research and Training Progranis (CMRT), established under the 
Interriational Health Research Act of 1960, were originally intended to support 
research and training of U.S. and foreign nationals, established researchers and stu^ 
dents, with sufficient travel to allow active coUaboratlon between paired institutions 
in the United States and host countriei. Subsequefit restrictions have almoit elimi- 
nated the training aspect of the prograni (now called ICMR, International Centers 
for Medical Research) and any support for foreign nationals, and have also severely 
curtailed travel funding by U.S. researchers, who now are the sole participants in the 
program. 

To summarize, we found that most agencies are now legislatively constrained to 
conduct only international health research which can be justified as directly protect- 
ing the health of U.S. citizens or as a part of development assistance. At best, cur- 
rent authorization is passive and certainly does not act as a stimulus. Other leg^l 
restrictions further limit the use of agency authoriEations to support intemational 
health research. 

M^hinismifof Funding Intarnational Health Rasaarch 

•r.- ment agencies support intemational health research through a variety of 
iaiitichanisms, including grants of different types, contracts, fellowshipi, and 
imranmral staff efforts. Under the contract mechanisms, agencies may develop 
details of project requirenients and issue a Request for Proposal (RFP), or they may 
fund unsolicited research proposals which are consistent with thfiir own priorities. 

in contrast, proposals for most grant-funded research are initiated by outside 
(extramural) investigators. Grants are generally funded for 1 year at a time, but the 
average duration of a grant is 3 years. 

While each agency may use each of these mechanisms, different mechanisms are 
favored by different agencies. For example, three-quarters of the international 
health research of NIH is supported through the ^mt mechanism; the remainder is 
divided between contracts and intramural research. AW, on the other hand, sup- 
ports only extramural research, chiefly through contracts. NIH and AID also support 
research in other government agencies through Interagency Agreements or Partici- 
pating Agency Services Agreements, respectively. The Army uses contracts to fund 
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Special Foreign Currency Program funds are used by several agencies to support 
research in a few countries where these monies are still available, notably Egypt, 
India, iPaland, and Yugoslavia. 

These various mechanisms permit agencies to solicit research in specinc promis- 
ing areas and to be receptive to sound ideas initiated by researchers. 

At AID most research is centrally funded, although research projects can be ini- 
tiated by AID Regional Bureaus or by AID Missions, The Technical Assistance 
Bureau supports research on health delivery systems, health planning, environmental 
research, and nutrition. It also. supports major programs of research on malaria^ try- 
panosomiasis, and enteric diseases. The Office of Population supports the largest 
amount of AID research funds for biochemical, operational, and demographic 
research in the population field. 

Budgeting considerutions have been a major constraint to full utilization of exist- 
ing funding mechanisms and legislative authorizations for international health re- 
search. At NIAID, for example, only about 25 percent of approved research grants 
could be funded by FY 1977.* NIAID funded a similai' proportion of approved 
training grants in FY 1 977. Training grants in parasitolos^ and medical entomojogy 
have declined from 31 in 1963 (SI , 175 nuJUon) to 12 in FY 1977 ($790,945). A 
concomitant decline in support for the teaching of parasitology in US. medical 
schools, one important source for recruiting personnel for international health 
research, has led to a situation in which, according to a 1973 survey, one-third of 
U.S. medical schools offered 5 hours or less of instruction in paradtology, nearly 
half offered no laboratory instruction, and 52 percent of instructors in such cour.- 
had no special qualifications in the field. 

In recent years, appropriations committees have deleted funds for research on 
tropical diseases from the budgets of some military service units on the assumption 
that they were eliminating duplication. The actual result^ however, has sometinies 
been to curtail or eliniinate unique and productive research.** For example, NIH, 
AID, the Army, and the Navy are all supporting work on malaria unmunology and/ 
or development of a malaria vaccine, but the approaches used by the four agencies 
are entiiely different and complementary, rather than duplicative. 

We found that existing funding mechanisnis permit agencies to solicit research in 
a specific promising area and to be receptive to sound ideas (related to their missiDn) 
which are investigator-initiated. However, we also found that international health 
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research related to problems of developing countries (particularly tropical diseases) 
i.v underfunded, when one considers its potential for advancing U.S. national inter- 

the number of high-quality research proposals already being submitted, and the 
proven capability for high-quality research in government laboratories with a current 
mission in tropical medicine research. Also, we believe the effectiveness of current 
grants for international health research may be someVhat impaired by their rela- 
tively short duration. 

in addition, declining levels of financial support and a lack of visible, secure 
career ladders have led to a decline in persons being trairied to conduct basic and 
applied hcaah research pertaining to problems of developing countries. This poses an 
increasing dilemma for the United States, since persons already experienced in these 
subjects are steadily removed by natural attrition and it takes many years to train 
new people. 

Mechanisms for Review, Priority Setting, and Coordination 
of Government-Supported International Health Research 

Like most other research proposals, international health research proposals are 
generally subject to peer review for scientific and technical merit. They are also 
reviewed independently for policy and relevance to the mission of the funding 
agency. At NIH, for example, an initial peer review by the Tropical Medicine and 
Parasitology Study Section is followed by a National Advisory Allergy and Infec- 
tious Disease Council review. 

Proposals for centrally funded international health research submitted to AID 
are reviewed for relevance and approved by an internal Hesearch and Development 
Committee and then by a muitidiscipUnar>' Research Advisory Committee, con- 
sisting of recognized leaders in social, biomedical, and physical sciences. Individual 
(AID) project managers may obtain critical reviews of research proposals by know]- 
edseatle civilian and U.S. Government scientists, and the results of these reviews are 
made available to AID'S Research Advisory Committee. Ann/ contracts and grants 
undergo in-house review for program relevance, and revie^v for scientific merit by 
study groups composed of government and civilian Scientists. 

Most agencies establish their own priorities for research related to their mission 
by intramural staff discussions and consultations with extramural experts in the 
field. Congressional directives or formal legislarion, in response to grassroots pres- 
sure, sometimes are aimed at priorities not relating to international health and can 
mandate greater emphasis on research in a particular disease. An example of this is 
the research on Sudden Infant Death Syndrome. 

At NIK, priorities for intramural research are established hv f-nnciiif.>i-inn omr»r.« 
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around the world. NIH loaks for research opportunities to increase knowledge per- 
taining to the pathogenesis, diagnosis, treatment, or prevention of disease. Interna- 
tional health research at CDC is determined mostly by the need to solve problems 
which arise in trying to control diseases, AID research priorities are more likely to 
include developmental considerations as an integral part of development as^d^^ance. 

In pneral, research priorities for contracts are usually set by the funding agency. 
With HEW grants, however, the quality of the proposals submitted plays an impor- 
tant role in determining how much funds are apportioned to international health 
research, and in what categories. 

We are aware of no formal mechanisms for coordinating international health 
research among government agencies. The one exception is the Global Epidemiology 
Working Group, composed of representatives from many agencies and organizations 
having interest in tropical diseases, whose members meet monthly to exchange infor- 
mation. Some coordination of international health research is achieved primarily 
through informal contacts among investigators working on related projects. In addi- 
tion, DOD has appointed representatives, members, or liaison members in NIH study 
sections, advisory councils, and program review committees dealing with tropical 
medicine. Army study groups include representatives from Nav^y, NIH, CDC, and 
FDA's Bureau of Biologies. The Joint Medical Rf*-earch Conferences coordinate 
DOD triservice medical research, as well as excl ,ge of program and research sum- 
maries. At NIH, when research in a particular field is divided among two or more 
institutes* specific inter-instituta coordinating committees are sometimes set up at 
the suggestion of the Director of NIH (or following a recommendation of one of the 
institutes concerned). There are no fixed criteria for this activity. 

While mechanisms for technical and scientific review of research proposals exist 
in the major agencies supporting research in international health, we found that the 
mechanisms employed are not always as rigorous or intensive as those of NIH, where 
specialized study sections review proposals in discrete subject areas. 

In addition, we conclude that there is neither an established policy throughout 
the government nor a strata©^ for research in international health problems, and no 
mechadsm exists to establish and implement priorities or coordinate government- 
wide programs for US. international health research. 

Caoperttion With WHO in Intarnational Health Reiearch 

Two new initiatives by WHO provide opportunities for significant U J. collabora- 
tion in international health research pertaining to developing countries. These are 
the Special Program for Research and Training in Tropical Diseases (TDR), a 
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and tuberculosis, (These programs are outlined in more detail in Appendix C at tlie 
end oF this chapter.) 

Approximately S23.6 million wa<; obligated by U.S. agencies in FY 1977 for 
research which is germane to the TDR program (see Tnble 8), More than half was 
obligated for research on malaria, the most importa ' all tropical diseases^ and 
about one-fourth for anti-malarial drug developmeni tliu U.S. Army, Indeed, the 
U,S. Army currently conducts the largest anti-malarial drug development program in 
the world. Contracts are given to industry and private research organizations for 
synthesis and manufacture of experimental drugs. Funds for this program are being 
reduced annually. 

Tibia 8, Seltoted Tropical DIseisa Expenditures by Category, FY i 977 
(in Thousands of Dollars) 
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NotS' UM, Dfptrtment r jlture supports som© research in biological cantrol of vectori (ispeciaMy of 
trypanosomiasis) y ^^c* included. 

Another example of a unique research role with global implications is the 
result of a recent breakthrough wbcreby the supply of leprosy bacilli (Bacillus Han- 
son) has been increased in large numbers and made available to researchers around 
the world. At present, only two institutions are able to grow leprosy bacilli in arma' 
dillos. Both are U.S. health facilities supported mainly by NIAID contracts: the U,S. 
Public Health Service leprosarium at Carville, La., and the Gulf South Research Insti- 
tute at New Iberia, La. Tlie TDR leprosy research program is the most advanced and 
well coordinated of the six di; r?ase efforts so far; much gf its research depends on 
the two U.S. laboratories for a supply of leprosy bacilli. 

In 1977, two TT nationals were assigned to the Geneva WHO headquarters of 
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The amount of U.S. research conducted in relation to EPl is unkno Much of 
it is in the private pharmaceutical industry where the potential for U.S. scientific 
p.'ogress is also very substantial. AID has made a small grant for the development of 
a heat-stable measles vaccine. Tlje United States niso has a valuable resource in joint 
AID/CDC experience with 5 years of conibineri measles and smallpox immunization 
m West Africa. The EPI program is not yet as far along as the TDR, however. 

Extensive discussions over the last 2 years within the donor community have 
focused on programmatic and administrative issues to implement the TDR program. 
In early 1978, the United States announced its intent to contribute S20.3 million to 
the TDR program over the next 5 years. We should recognize that an estimated 30 
to 40 percent of research funds disbursed by the WHO TDR in its early years are 
hkely to be awarded to U.S. researchers who possess a substantial portion of the 
scientinc competence now available in this field, 

The Special Program for Research Training in Tropical Diseases and the Ex- 
panded Program on Immunization of WHO represent outstanding opportunities for 
U.S. participation through established international linkages in the form of multi- 
lateral research programs relevant to developing countries. The United St.ites already 
supports a large amount of research relevant to both programs, includins, in some 
instances, research or services which are only found in this country. 

Health Research Pertaining to Dtveloplng Countries by 
the U.S. Pharrnaceutlcal Industry 

The U.S. pharmaceutical industry constitutes a major resource for the develop- 
ment of many dnigs, vaccines, and pesticides, which are used mainly in developing 
countries. For this reason, we considered governmental actions affecting incentives 
to privnte industry in this area. 

The large investment required of a company to develop new products is ordi- 
narily recovered by sales. There is almost no domestic U.S. market for vacclnt s, 
drugs, or pesticides used against tropical diseases. The main potential purchaser's of 
these products are developing countries or international assistance organizations 
acting on their behalf. At present, these markets are unprofitably small and offer no 
realistic liicentlve for industry research In this area. 

When a new drug is developed by an American company, the firm may not mar- 
ket or export that drug from the United States without an approved New Drug 
Application (NDA) - section 801 (d) In the Federal Food, Drug and Cosmetic Act 
- and without labels and warnings which mset certain standards. The same regula- 
tions also prohibit AID from purchasing any drugs, vaccines, and pesticides for use 
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policies which would encourage U.S,-ba«ed pharmaceutjcaj manufacturers to engage 
in the research and manufacture of drugs against tropical diseases. In the case of 
vaccines especially, recent In-reased concerni about manufacturer liability have 
served as a disincentive to developing and testing new products, (Product liability 
insurance as well as the deductible for a pharrnaceuticai nrm can be extremely high, 
when it is available,) 

In addition, governments of some developing nations with endemic tropical dis- 
eases have created unfavorable conditions for business and investment in the manu- 
facture or importation and sale of pharniaceutical products. Recognition and 
protection of industrial property rights - particularly patents and trademarks, for 
example = are deficient in some countries. Manufacturers perceive understandable 
efforts by countries to control prices of pharmaceutical products as another disin- 
centive. 

Tropical countries could themselves produce a wide range of plants for phar- 
maceutical uses and could potentially contribute new pharmacological products 
through use of indigenous plants and herbs. The Agriculrural Research Service of the 
U.S. Department of Agriculture has developed a Crop Diversification System to in- 
vestigate substitutes for narcotic plants. This data bank is a resource that might be 
used to explore possibilities for commercial production of certain plants in tropical 
countries. In addition to the potential for expanding agricultural employment, such 
efforts might provide a vehicle for fruitful professional collaboration with China, 
India, and other countries. 

Ws conclude that the underutilization of existing drugs and vaccines, researched 
and developed at considerable expense by industry, i? a major disincentive to new 
Lnvestment in tropical medicine research and development by pharmaceutical firms. 
Greater use of existing drugs and vaccines in developing countries would probably 
stimulate more research on other relevant products by the pharmaceutical industry 
and might encourage wilJifigness to incur other dt^i^elopmental expenses. 

Refeirah Into Hailth ^rviae Dah'vgry* 

Debpite worldwide concern for development of an applicable bod'y of knowledge 
about the organization and management of health service delivery systeiris, the con- 
ceptual and operational problems of health service research are formidable. Ambi- 
tious propQials for health semce delivery systems research are common; serious, 
informative presentations of useful results are rare. 

In developing co. ntrias, access to health care is often so limited that health ser- 
vice delivery systems nmst be started from scratch. Since develooed cnuntrv mndftk 
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are largely inappropriate to the cultural and economic conditions of low-income 
countries, extensive research and developmental efforts are required in this area. 

Along with oflier developed and developing countries, the United States is strug- 
gling with the problem of muking efncient, high-quality health care economically 
accessible to everyone. To reach these goals, resources should be allocated to those 
activities which can assist in the development of effective, efficient health service 
delivery systems. This general area of research is of great importance to the United 
States and to other countries. 

Recommendations Conctrning International Health Research 

With respect to U.S. research, development, demonstration, and application and 
their relationship to plans for international health, we recommend several measures. 

The U.S. Government should adopt an overall administrative and program strat- 
egy for cooperation with other countries in international health research. This 
strategy should include clearly defmed priorities among categories of basic and 
applied research; should support increased attention to research on health, nutrition, 
and population problems of the Third World; and should foster developing coun- 
tries' self-reliance in health research. The strategy should also support a U.F, research 
program for international health which is basically developmental (that is, wared 
toward long-range objectives, including training) but which can also take advantage 
of new research leading to relatively quick "breakthroughs." The development and 
transfer of technology and methods which can be sustained in Third World countries 
should be emphasized. 

The conceptual issues involved in the analysis of international allocation ol 
resources to health research are e,xtraordinanly complex. At present, tendencies 
exist which encourage international under-investment in health research. Appro- 
priate international action is needed therefore to achieve optimum levels of 
expenditures. 

We believe that the PHS, AID, NSF, and other agencies with signiflcant interest 
and analytical capacity should investigate these issues. Specifically, they Uiould con- 
duct research studies and develop the capacity to use the results of these studies. 

The U.S. Government should establish a mechanism to focus leadership for basic 
and applied international health research. This mechanism would: 



• Make certain that clear priorities are established (in consultation with ad hoc 
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• Serve us liaison to coordinate Lf.S. research with international agencies such as 
WHO, UNUP, and others; 

• Maintain an up'to-date inventory of current and planned RDD&A projects. 

The mechanism we envision would also revip.w international health research 
programs for overall program content, seek to maintain a proper balance between 
RDD&A efforts, assess accomplishments, and make recommendations on continua- 
tion, termination, or redirection of major program segments. Individual proposals 
would continue to be reviewed by appropriate agencies for scientific merit and rele- 
vance to the nternutional health effort. Such review and evaluation should occur on 
a regular basis. 

This centralized coordination and priority setting must not lead to ironclad con- 
trol which might stifle initiatives and innovation by individual agencies. The danger 
of jeopardizing productive continuing programs must be constantly considered, 
f^ostoring linkages between research efforts without stifling participating agency 
initiatives or hampering their ability to meet their mission requirements constitutes 
the most useful activity. 

Overall U.S. priorities for international health research should be compatible 
with, and complementary to, UJ. international health policies. Criteria for estab- 
lishing RDD&A priorities should include the demographic, economic, and social 
impact of the health problem, as well as the potential of research to increase knowl- 
edge. 

Major U.S. -supported international health research thrusts* might include: 

• Basic, lowos^ ' ^ ' h care delivery systems to extend coverage of minimal 
health, i -Hntii ad family planning services, especially in rurai areas; 

• Application of the tools of modern health planning and management to improve 
administration of health, nutrition, and family planning programs; 

9 Simplified epidemiological surveillance techniques to pinpoint undernourished 
groups, identify the cause of malnutrition, determine appropriate intemntlon, 
monitor changes, obtain reliable demographic datUt and report the extent of 
communicable diseases; 

• Research on the iVHO-designated diseases in the TDR program, namely maiaria, 
schistosomiasis, filarlasis, trypanosnmiasis, leprosy, and leishmaniasis; 
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• Laborator>' rt-suaruh to improve u;ustiriy vaccines and to develop new vaccines, 
and operational research on implementing imnuinization programs in developing 
countries; 

• Research on communicable diseases, especially cuuses of infectious diarrheas, 
tuberculosis, and prevalent arbovirul diseases: 

• Technology and techniques for improvement of domestic water supply quality 
and cleanliness, and human waste disposal; 

• Development of effective intervention methods to correct protein/calorie malnu- 
trition, vitamin A deficiency, and iron deficiency; 

• Study of social, economic, and environmental determinants of ill health, mal- 
nutrition, and sxcessive fertility; 

• Contiiiu;-d research on and provision of safe, effective fertility regulation, par- 
ticularly long-acting and reversible methods; 

• Determination of interrelationships among fertility, lactation, nutritional status, 
and infection; 

• Study of the economic and social impact of health on develoDmcnt, population, 
productivity, and quality of life. 

The U.S. Government should support WHO's TDK and EPI initiati-.e. 
tiative should receive direct budgetary support and should be augmented b. : 'c- 
mentary re.search programs in tlie United States. Immediate research priorities., .jr 
domestic U.S. support in connection with the TDR program include malaria drug 
and vpceine development, antischistosomal drug testing, and cultivation of leprosy 
bacilli. Domestic research support for EPI includes research on a more stable measles 
vaccine and operational reseaj'ch on expanding immunization programs in developing 
countries. Opportunities to provide leadership in the field in support of the WHO 
immunization effort should bo sought and exploited via bilaterarsupport and techni- 
cal cooperation with separate country EPI programs. Contracts and other methods 
should be exploited by the U.S. Government to stimulate research by private phar- 
maceutical firms. 

A moderate increase In funds and staff positions should be made for domestic 
support of directed and undirected international health research. A visible, substan- 
tive increase in funds would demnnstratB thp TT R nnv(.rnr«a„t»<. -.^ 
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Current ffinding lU ( hn Jsfii^ ^hDUid he ma^iifted to ensure long-term* visible, 
institutional mpi^ jti fur irtiernadcnal b^a\th w^mch and for training researchers in 
the mternational heaith fkM. The i>rgency uf acceleraced truining of researchers 
demands special emphasis be^i^ause o^" the 5- to 10-year tlmi^ span required to develop 
newly trained scientists into fad^^pnident researchers. A number of U j, centers to 
promote multidisciplinary research, training, and service related to tropical diseases, 
population problems, nutrition, socioeconomic determinants of health, and so forth, 
could be supported and given core funding. Core support should be granted to ex- 
pand and broaden fticulty research, seivice, arid training capability and permit opti- 
mal intellectual productivity, Llnkaps among faculty and institutions with common 
research interests, such as those now supported by the U j.Japan program, should be 
encouraged. Activities such as the Tropical Medicine Training Grant Program and the 
International Research Career Development Program might be reactivated. 

U.S. Government support to international health research laboratories abroad 
should be continued with the existing lahoratodes now operating under DOD, NIH, 
and CDC auspices,* In view of the changing emphasis of U.S. Government involve- 
ment in different countries and the potential impact that these laboratories can have 
on U.S. interests in technical cooperation with other governments and multilateral 
agencies, the role of existing laboratories should be strengthened. 

Wiih appropriate planning, personnel, and support, the U.S. tropical disease 
research fb .iities abroad could enhance their research and training functions. Spe- 
cifically, these facilities could be tied to overall U.S. priorities for International 
health research, for cooperation with WHO's TDR and EPI programs, for training a 
new generation of U.S. civilian and military researchers in field situations^ and for 
training foreign researchers. For example, the United States should support the cur= 
rent conversion of the Cholera Research Laboratory in Bangladesh into an Interna- 
tional Center for Health Research devoted to multidisciplinary research in health, 
nutrition, and population problems of the developing world. Similarly, DOD should 
explore the possibility of an expftiided role for training U.S. and other nationals in 
clinical tropical medicine and In research at one or more of its laboratories abroad. 

Finally, legislative reforms should be sought to secure more direct authoritlei for 
appropriate agencies (AID, NIH, CDC, DOD, HSA, and so forth) to pursue inter« 
national health research that is consistent with overall international health policy. 
The aim of these reforms should be to increase the compatibility of international 
health research activities throughout the government. Legislative and/or adminis- 
trative reforms should be sought to minimize constraints to pharmaceutical industry 
involvement. Present regulations governing research and testing for the approval of 
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international Medioal Research Conclucted by 
Nonmilitary U.S. Organizations* 

To provide a basis for comparison with the programs of the overseas military 
medical reseorch laboraturies, a review was made of international medical research 
conducted by U.S. nonmilitary agencies or organizations. For purposes of suitable 
comparison, consideration was given only to research in infectious disease and, more 
specifically, research programs carried out in permanent or semipermanent overseas 
mstallations, in contrast to short-term overseas studies by organizations or individual 
mvestigators. Such review did not consider, therefore, numerous international pro- 
grams conducted by selected Federal agencies, academic centers, foundations, and 
mdividual investigators in other areas of biomedical research, in medical education 
and trainmg, health care systems, or public health practices. The exclusion of such 
activities from this review carries no Judgment about their purposes or merit. 

A, Federal Programs 

I . National Institutes of Health; Department of Health, Education, and Welfare 

a. International Centers for Medical Research (NIAID/NIH) 

In 1960, the International Health Act authorized "a program through U.S. 
universities for the early development of research and research training centers with 
adequate neld opportunities for the international studies." Five awards were made 
by NIH to universities which had the capability of developing res.'arch and training 
centers as an outgrowth of theii research and educationarprogranis. The intent was 
to provide opportunities for U.S. physicians and scientists to conduct investigations 
and receive training in disease conditions abroad, particularly in those diseases not 
present in the United States. The program would provide American medicine with a 
small core of competence in exotic diseases not obtainable within U.S. niedical edu- 
cation systems. Each of the five U.S. univetaitics -/vould estabHsh arrangements with 
a counterpart scientific institution in a selected country for tlie pur!>ose of under- 
taking joint investigations and exchanging faculty and students. 

Originally, awards for the intemationa! Centers for Medical Research and 
Training (ICMR) were made to five universities, four of which are sUll supported, 
Although most of the problems md opportunities in the selected foreign countries 
dealt with infectious disease, other canditions such as malnutrition, genetic diseases, 
and population dynamics were to be included in ICMR programs. AJthoucai one of ' 

the PrinCiOal OUreOSeS was to train II S enimnttete in raea^^^U ;„ „ f .■ „. . !i 
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• University of Maryland School of Medicine - The Institute of Hygiene and Pre- 
ventive Medicine in Lahore, Pakistan, was selected as the counterpart institution 
in 1962 and has remained the principal focus of University of Maryland interna- 
tional research activities. The U.S, Agency for International Development also 
assisted by establishing a tripartite agreement with the Gover:inieni of Pakistan 
and with the University of Maryland, accompanied by fin?*^^;^^ rtupport. Ade- 
quate laboratory facilities were available in Lahore, and Dp;;3iKinnities for field 
studies quickly developed. 

During its 14 years ofexhHmtQ, the University of Maryland-Pakistan ICMR has 
conducted a number ofrt^ r ajects that have advanced knowledge and pro- 
vided training to both Ame;^ m3 Pakistani scientists. The most active and influ- 
ential study has been on ge; >fa^u nations of mosquitoes for the purpose of devising 
methods for biological contrj^ >: vectors of malaria and arboviral infections. By 
breeding mutant or hybrid strains of mosquitoes, scientists hoped to discover genetic 
types that would displace wild types which are more efficient transmitters of disease 
than the hybrid forms. Studies such as these are long-term projectb. 

Another research project has dealt with the treatment of malaria in man with 
special reference to drug-resistant strains of the malaria parasite that occur in Paki- 
stan, An extension of this project was pursued in Bahia, Brazil, for a short period 
but was terminated. 

In 1975-76, 25 articles by ICMR staff members were published or accepted for 
publication in scientific journals. In the last 3 years, 12 doctoraMevel U.S, scientists 
have participated in the program in Pakistan, most of whom now hold academic 
positions, while others are In the Public Health Sen^ice, A^ could be expected from 
the scientific projects, nearly all are pursuing some aspects of insect transmission of 
disease. None of the 12 is presently In the miU^ary sei-vices, 

• Johns Hopkins University - Originally located in Calcutta, India, the Johns 
Hopkins Center for Medical Research (JHCMR) was relocated in Dacca, Bang- 
ladesh, in 1974 because the new situation provided greater research opportu- 
nities. Four departments of Johns Hopkins University have joined In planning 
and sponsoring activities in Dacca which are housed In buildings of the National 
Institute of Public Health of Bangladesh. The quarters are adjacent to the Chol- 
era Research Laboratory now financially supported by AID and scientifically 
directed by NIAID. The JHCMR conducted a broad spectrum of research proj- 
ects in India and nearby countries, but in Dacca the focus is on cholera and on 

DODulation dvnamtns. 
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Taiwan, and the SEATO laboratories in Bangkok and Dacca, treatment by intrave- 
nous and oral replacement of salts and fluids has reduced iJie fatality rate to less 
than 1 percent fem 30-50 parcent in untreated cases. In oorijunction with epidemio^ 
logic studies of cholera, a large rural and village population was followed intensively 
to determine precise demographic data on a base population for studies of disease 
incidence, nutrition, population dynamics, etc. Other projects were hepatitis, maU 
nutrition, and anemia in Nepal, schistosomiasis and the ecology of cerfain insects 
and of rodents and other mammals in India- 

In 1972-74, 28 scientific papers of the JHCMR were published. From 1972 to 
1^76, 47 scientists of varying experience engaged in research projects for differing 
periods of time. Most now have faculty positions at Johns Hopkins University, and 
none are known to be in the militaiy services. 

• Tuiane University ^ From 1961 until 1975, the Tulane University ICMR was 
associated with the Universidad del Valle in Cali, Coiombia, and pursued a joint 
program of training and resf arc n ir\ a wide spectrum of medical problems. Pres- 
ently Tulane University has n apeement with the Colombian Fund for Science 
and Technology (a counterpart of the U,S. National Science Foundation) to 
sponsor the Center's activities. New quarters were found tor the laboratories and 
administrative offices in Cali. 

From its beginning, the Tulane ICMR has conducted a vigornus program on 
malnutrition, including clinical investigation on hospitalized adults and children, 
experimental animal studies, and field survey s> 

Infectious parasilic disease forms the second largest effort and includes investi^ 
gation on American trypanosomiasis, an important human disease in certain areas of 
South America; intestinal parasites in school-age children; and the ecology of insect 
vectors of parasites of man and animals. Epidemiological investigatians of diarrheal 
disease and fungus infV^^ticns are also conducted. ITie third unit of th^ Tulane- 
Colombian ICMR deals with behayioral science and social epidemtology, including 
social psychiatry, health systems, anthropology, and health service utihzation, 

A total of 53 scientific papers were published or in press in 1974-^75, and 87 
faculty membere and students of both universities participated in some way in the 
1 975 projects of the Tulane ICMR program. 

# f he University of California ^ The ICMR at the University of California (UC> h 
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Health. It was established under British rule and just celebrated its 75th anni- 
versary. For many years its scientists have played an influential role in investi- 
gation of scrub typhus and malaria. New laboratoo^ and animal holding buildings 
are being cmpleted which will improve IMR^s research capability. The IMR 
produces vaccines, provides diagnostic and reference services to the health activi- 
ties of the Federation of Malaysia, and is involved in training technicians. It is a 
WHO International Reference Center for specific programs on influenza, food- 
borne infections, and oral cancen These activities of the IMR broaden the oppor- 
tunities for UC4CMR collaboration in research projects. The UJ. Army Medical 
Research Unit (LJSAMRU)-Malaysia is located in the same building but, since 
there are at present no common research activities, there is only casual or infor- 
mal cominunication between UC4CMR and USAMRU-Malaysia, 

Since the inception of the UCJCMR in Malaysia, research on arboviruses and 
their role in human disease has been a major and continuous effort. Dengue is the 
principal disease under investigation because of its prevalence in Malaysia and the 
complexities of strain difference, mosquito v&aors, and epidemiologic character' 
istics in various geographic areas. Although A ngue is usually observed as an urban 
disease, its apparent presence in forest-dw^fil^?g people led to a search for a jungle 
cycle between forest animals and mosquitf>#;% such as occurs in jungle yellow fever. 
Scientists at UOICMR demonstrated that fejigue infection occurs in monkeys in the 
forest canopy and that a previously unknown mosquito inhabiting the forests is the 
probable vector 

The UC-ICMR location in Malaysia has afforded an unusual chance to describe 
tlu characteristics of community health and medical practice in this part of the 
mM. Research has been directed at population dynamics of various peoples in 
M iiaysia including the native Aborigines and Malays both rural and urban situa- 
tions. The variety of peoples in Malaysia has provided the opportunity to study 
abnonnal hemoglobin occurrence and other human genetic conditions, such as 
thalassemia. These investigations are closely coordinated with those undertaken at 
UC, San Francisco, 

An important segment of the UC-ICMR program is parasitology, especially host- 
parasite interaction, with special emphasis on natural or acquired resistance of vector 
snails to the larval stage of human parasites. The long-range objective is to develop 
methods to control snails, the transmitter of schistosomes and other parasites, by 
biological means rather than by chemicals. 
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Jose, Costa Rica. Funding by fJIAID was terrninated in 1 970, but Louisiana 
State University (LSU>, with the aid of small project grants, maintained the re- 
search program on a reduced scale.' The study of parasitic infections was the 
most active project, but viral infections, including hepatitis, were also inves- 
tigated. 

In addition to the exchange of faculty and investigators practiced by the other 
centers, LSU Medical School has regularly used the Costa Rica site for teaching un- 
dergraduate medical students, as well as for special short-term (4-6 weeks) graduate 
courses. This provided a chance for a relatively large number to observe the medigal 
problems of tropical areas and was often a stimulus to ry;, fndividual investi- 
gative work. 

b. Pacific Research Section, Labor. a;., of Parasitic Diseases, NIAID/NIH 

Funded and directed by NIAID, the laboratory is located at the Univer- 
sity of Hawaii and is staffed by four professional members of the NIAID staff. 

The basic purpose of the laboratory is to itudy selected infectious diseases in the 
Pacific area. Its location gives it access to isolated island communities which present 
special epidemiologic situations not found in mainland areas. Its research has fo- 
cused primarily on dengue fever, eosinophilic meningitis, toxoplasmosis, and diar- 
fheal diseases. The laboratory has established collaborative relationships with the 
military medical research laboratories in Southeast Asia and with laboratories In the 
Paciric Islands under the political control of other countries such as Frante and 
Austriilia. 

Aside from general communication between its scientists and those of the U S 
militarj' laboratories, tlie laboratory has had specTsc collaborative research 
programs; 

• 1965 - joint study with the SEATO Laboratory (Bangkok) of eosinophilic 
meningitis; 

• 1 966-68 - study of diarrheal disease at Clark Air Force Base, the Philiopin'^ j; 

• 1974 - joint study with Southeast Asia Medical Research Labora« . . , 
on the isolation of dengue virus m Thailand; 
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Cooperation has occurred because of the mutual interestR and opportunUiei of 
the scientists ruther than as a result of a deliberate plan for cooperation by the direc- 
tors of military medical R&D and the Directorate of NIAID. 

c. United States-Japan Cooperative Medical Science Program 

Sponsored by NIAtlD, this program coordinates research efforts of Anier= 
ican and Japanese scientists on diseases of concern to Asian countries: tuberculosis^ 
leprosy, cholera, certain parasitic diseases, and viral diseases. Its principal activity is 
to convene yearly conferences alternately in the two countries for the purpose of 
exchanging information about research studies. It is funded at apprDxiniately S8 
million annually by three NIH Institutes — the National Institute of Allergy and 
Infectious Disease; the National Institute of Arthritis, Metabolism, and pigestive 
Diseases; and the National Institute of Environmental Health. Virtually all U.S. 
research in this program is supported by grants to icientists at Ainerican medical 
schools and universities. The Japanese provide grants to their scientists in a similar 
manner. Research is carried out at academic institutions in the two countries sup- 
plemented by visits to areas of endemic disease as research needs dictate. 

2, Center for Disease Control (HEW) 

For the past 5 years, CDC has funded and maintained the Central Anierican 
Research Station in San Salvador, El Salvador. Staffed by 10 U.S. employees and SO 
local nationals, the laborato^ has devoted its research to three vectDr-bonie dis- 
eases: malaria, Cliagas disease^ and onchocerciasis. Research prograjiis utilize both 
laboratory and field studies. Of the three diseases, only malaria is under study by 
military overseas laboratories. The CDC laboratoty in El Salvador directs its malaria 
research to field surveillance and studies of sterilization of the male mosquito as a 
method to reduce breeding. 

Since August 1 976, a CDC employee has been stationed in Sierra Leone for the 
purpose of establishing a laboratory to study Lassa fever, CDC has also been con- 
ducting studies in Guatemala on nutrition in these and other diseases. 

3. U.S, Agency for Inteniational Development (AID) 

AID provides the major part of the funds for the Dacca Cholera Researcli 
Laboratoo' for research in cholera and other enteric diseases. AID provides 90 per- 
cent of the laboratory-s funds in the form of a grant to NIAID/NIH which, in turn, 
selects the director and key staff and provides program direction and review. The 
remaining 10 percent of funds are supplied by Bangladesh, Australia, NewZealarid, 
amd the United Kingdom. The laboratory exists under an agreement between AID 
and the Govemnieiit of Bangladesh, Personnel are drawn from NIAID, CDC (one)^ 
and local nationals. No AID personnel serve in the laboratoty. 
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Although this is the only overseas laboratory supportrid by AID, the agency con- 
tributos funds to WHO for the support of the West Africa OnchocerciaMs Prograni 
and to the Pan AnieriCQn Health OrganiMtion fornmluria researdi in Colombia* 

B, Non-Fgderal Programi 

I . Gorgas Memorial Laboratory, Panainn 

Since the 1920k, scientists of the Corgas Memorial Lnborntory (GMLj in 
Panama City, Rupubnc of Punama, have investigated diseases of special importance 
to the Ksthnius and Central Aniericu. The laboratory is the research arm of tlie Gor- 
gim Memorial Institute of Tropical and Preventive Medicine, Inc., a private, nonprofit 
organization incorporated under the lav^s of the State of Delaware and registered in 
Panama in 1 92 1 , as a memorial to Major General William Crawford Gorgas, The land 
and original buildings were donated by the Republic of Panama, and the UJ, Con- 
gress authorized an annual contribution for operating funds. The laboratory also 
receives gifts, grants, and cQntracts for deriiied research projects. The institute is 
governed by a Board of Directors vvhich includes ofricials, leadini scientists, and 
representatives of Panama and the United States^ The research program in Panama is 
directed by a well-known scientist, usually a U J. citizen, though the present direc- 
tor is Panamanian. Efforts are now underway to encourage more Panamanians and 
others in Central and South America to participate in research and the administra' 
tion of the Laboratory, a promising development w^hich should be supported. 

There has always been elose cooperaiiun with US, Governnient organizations 
such as DOD and NIH in program developnient. ^Vhen the Middle America Research 
Unit, located in the Canal Zone, which had been jointly managed by NIH and the 
Army's WRAIR, was disestablished in 1 972, GML undertook a contract from NIH 
to complete its research projects and provided facilities for the operation of the 
USAMRU-Panama of WRAIR, This Army unit was terminated, however, on June 
30, 1976. GML has modern kboratory and animal holding buildings in Panama 
City and a farm for animal holding outiide the city. The total scientific staff in 
1975 numbered 1 9 and the visiting staff and research associates were 7. The total 
operating budget in FY 1976 was SL36 million and the estimated budget for FY 
1977 is S 1.4 million. 

The research program emphasizes ecological studies related to disease problems 
of Panama and nearby tropical areas, including trie effect ot economic development 
on disease patterns. For exarnple, a major project In recent years has been the study 
of ecological changes and consequent disease patterns caused by CDnstniction of the 
Bayano River dam and the Pan American hlghwa3^s. Alteration of tlie natural envi- 
ronrnent affects the distribution of disease vectors and also exposes workers to infec- 
tions indigenous to the jungle. Yellow fever has been endemic in Panamanian wildlife, 
and human cases occur from time to time. Venezuelan encephalitis and dengue 
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are a threat and must be monitored. Malaria has heen continuously under study 
since the inception of the laboratory, first to develop vector control methods in 
Panama and more recently to evaluate new drup In New World monkeys. American 
trypanoiomiasis Is endemic in Panama and has been Investigated by GML scientists 
for many years. Studies on leishmaniasis, conimonly foujid In some areas of Central 
America, have been pursued intensively for mamy years but are being phased out 
with the retirement of a senior scientist. 

Gorgus Memorial Laboratoiy has provided an opportunity for many young scien- 
tists frorn Western Hemisphere countries to receive researcli training in tropical 
diseases Tlie U.S. Navy for sonie years has sponsored 6->veek courses by GML staff 
to instruct Navy physicians in tropical disease^ alien culturei^ and environments. Th * 
Craduate School of Louisiana State University is affiliated with GML and sends stu- 
dents for special studies or experieiicep Twenty-three identinc papers were pub- 
lished by the staff in 1975. 

2, The Rockefeller Foundation 

Since 1967 the Rockefeller Foundation has maintained a laboratory on St. 
Lucia, British West Indies^ to study the control of schistosomiasis in that location. 
Staffed by Rockefeller Foundation peraonnel, the laboratory has been comparing 
the cost effectiveness of control measures by druis, rnolluscicides, and improved 
water controi and supply. 
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Department of Defense Overseas Research 



In 1900 Major Walter Reed of the US, Army Medical Corps scientifically deni- 
onslrated the transmission of yellow fever by the Aedes aegypti mosquito. Using this 
vital inforrnailon. Colonel Gorgas controlled the mosquito population and made 
possible the building of the Panama CanuL Tliis dramalic example higlili^ts the 
contribution the U,S, Arnied Services have made through the years to tropical and 
preventive rnedicine and thereby to international health. 

DOD operates overseas medical laboratories in severi countries throughout the 
world. Research conducted in these research facilities is directed towards infectious 
diseases that could reduce the effectiveness of mUitary personnel operating in 
remote areas of the world, 

U.S. Army laboratories operate in Malaysia, Thailand, Kenya, and Brazil, U.S. 
Navy laboratories operate in Egypt, Taiwan, Indonesia, and until recently, in Ethi- 
opia. These laboratories (see Table 9) have resulted from cooperative arrangements 
with host governments. They undertake cooperative multidisciplfnary research on 
disease prevention and the reduction of disability: The new medical school in Malay- 
sia, in fact, will be located adjacent to the LJ,S, Army research facility in Kuala 



DOD overseas laboratories offer on-site opportunities for understariding the 
prevalence, transmission, artd resen^oirs of diseases that occur in tropical and sub- 
tropical areas, DOD laboratories serve as a base for specialists to become familiar and 
maintain familiarity with these diseases, which are not generally found in the United 
States. The laboratories ussist medical personnel to maintain an inventory of medical 
capabilities and population dtsease profiles iri several developing countries. They also 
perniit essential in-count^ field testing and evaluation of drugs and vaccines that 
hav^e been developed against diseases that oecur overseas. Such tests and evaluations 
are done as joint efforts with health authorities of the host couentfies, 

ThQ overseas laboratories, while serving a needed DOD purpose, have many bene- 
fits for the countries in which they are located. The Naval Medical Research Labora- 
tory in Egypt has been in continuous operation for some 25 years — including the 
periods of the AraHsraeli Wai^ an4 the tiiiie when diplomatic relations between tha 
United States and E^pt were severely straiMd. In July 1976, when the Thai Gov- 
ernment eliminated the American military presence in that country,, it requested 
that the Army Research Laboratory in Bangkok remain. 

Health professionals with training in a variety of disciplines related to tropiGal 
medicine and hypene are in demand by the U.S. Government, foreign governments, 
acadeniic institutions, and voluntaiy ag^nciei. TTie DOD centers of tropical medicine 
researeh provide a ready-made nnechanism for training as well as research. More med- 
ical personnel from Third World countries could be trained in these facilities. If the 
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Table 9, Army and Navy Overieas Medlcil Reiearch Units 



Arnriy 



Thailand 



Malaysia 

Brazil {Belem) . , , 

Brazil (Brasilia) , . . 

Kenya 

Navy* 

Taiwan 

{Research Unit No. 2) 
iDetachmant) 



Indonesia 

( Research Unit No. 2) 



Egypt 

(Research Unit No, 3) 



FY 19^7 Funding 
($ thou^nds) 



Program Areas 



1JO0 

448 
472 
87 
130 

2,268 



406 



1,056 



Malaria (drug devBlopmant) 
Dengue (vaGCine developmgnt) 

Rickettsial diseases (scrub typhus prevention) 

Arboviral dlsaaies (preverition) 

Schistosomiasii (drug testing) 

African sleeping sickness (vaccine development) 



SchiitoSDrniasii {epidemiology) 
Arboviral drseaies {epidemiology) 
Scrub typhus (apidemlology, treatment) 
Infectloui diarrheas (epidemiology) 
Paraiitologtcal lurveys 
Filfiriasii (epidemioJogy, treatment) 
HepatitU B (epidemiology) 
AmDebiasis (epldenniology) 
LeptospirPiii (apidemioiogyj 

Malaria (traatrnent) 
Arboviral diseases (epidemioiogy) 
Infectious diarrheas (treatment) 
PirasitDlogleal surveys 
Filariasii (epidemiolQgy) 

SGhistosQmiails (epidemiology, prevention, treatment) 
Infectious diarrheas (traatment) 
Parasitological surveys 
Meningitides (treatment, diagnosis) 
Amoebiasis (epitfemfofogy) 



''Includes militiry pay and manfagement and lypport costs. 
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necessary additional resourcus were niade avuUablu, it might be possible to augment 
the functions of the medical laboratories to include a cUnical role. Thuy would also 
provide a vital and needed professional developirient resource for membi*rs of the 
Armed Services, 

The laboratories could be eKpanded to become centers for regional training in 
clinical tropical medicine. Medical personnel rroni Third World countries could be 
trained in these regional centers, DOD should consider pilot testing ^he expanded 
role of clinical tropical medicine and research in one or more laboratories. Because 
the laboratories are situated overseas, foreign iiational health personnel working 
there would be able to obtain clinical experience relevant to their home country 
health ifteeds, 

Over the years, DOD Overseas Laboratories have earned a great deal of good will 
for the United States in devgloping countries located on three continents. The 
importance of the work done by Americans in these laboratories is recognized and 
appreciated by host couritry governments, Tliis trust and good will which DOD has 
built up throyghout the world should be utilized as a vehicle for fostering the U.S. 
Government's humanitarian goals. 
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WHO/UNDP Special Program for Research and 
Training in Tropical Diseases (TDR) and WHO 
Expanded Program on Immunization (EPI) 

TDR Objectivii 

• Development of improved tools needed to control tropical diseases at a cost 
bearable to the poorest countries, requiring minimal skills and supeivision, and 
permitting easy integration into health delivery systems and/or the public health 
service; 

• Strengthening of biomedical research capability in tropical countries so that they 
can solve their disease problems, 

fVlichanisms 

t A Scientific and Technical Advisory Committee (STAC) composed o ndivlduals 
with broad knowledge of the diseases and their Innpact in tropical countries 
determines priorities among the different diseases and allocates funds to ensure 
an authoritative and balanced overall approach; 

« A Scientific Working Group (SWG) comprising a "peer group" of international 
experts in the field with knowledge of specific diseases or groups of diseases 
defines the problems to be attacked; determines priority research areas; judges 
the scientific merit, soundness, and probability of luccess of each research proj- 
ect before it is included in the pro-am; and monitors and evaluates the projects 
periodically as they proceed, reorienting resources as necessary, SWGi have now 
been established or are planned for each of the six diseases and for epidemiol- 
ogy, socioeconomics, biomedical sciences, and institution strengthening; 

• A network of collaborating laboratories will carry out the research activities of 
the program. Two participating Third Worid laboratories thus far identified are 
located in Zambia and Malaysia; 

• A Joint Coordinating Board, comprised of representatives of the sponsoring 
agencies, donor agencies, and participating countries^ will act as the governing 
body of the Special Program. WHO will act as the Executing Agency, and 

the World Bank will serve as fiscal agent. 

Critsria for Selecting the Six Drsiases 

• Impact of the disease as a public health problem (includes prevalence and inci^ 
dence of infection, morbidity, mortaUty and disability. Incidence trends, popu- 
lation at risk, consequences of disease in humanitariant social, and economic 
terms); 
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• Absuncu of sutisFactory methods for control of the disease in countries where it 
is prevalent; 

• Identificution of research which leads to improved control methods; 

• Appliciibility of the disease as a research model tor the study of other diseases; 

• Coherence (for example, five of the diseases are veetorbornc; in four, the vectors 
are insects; two have the same vector in some areas), 

Scapa of Oparationi and Prioritiii 

• The six diseases to be emphasized- in order of priority are: 

- Malaria; 

- Schistosomiasis; 

Filariasis (including onchocerciasis); 

- Trypanosomiasis (African and American); 
= Leprosy; 

- Leishmaniasis; 

• Development efforts are to be focused on drugs (chemotherapy and chemopro- 
phylaxis), vaccines (immunotherapy and immunoprophylaxis)* inethods for bio- 
logical control of vectors, and diagnostic tests (especially imnriunodiagnosis) 
which are simple to perform, the socioeconomic aspects of diseases, and the 
establishment of greater research potential, particularly in the affected countries; 

• Some intra-disease priorities: 

- Malaria; long-term emphasis on chemotherapy and immunology, short-term 
emphasis on improving current methodologies in malaria control (especially 
research on improving vector control strategy); 

- Schistosomiasis: drug development and immunology; 

- Filariasis: chemotherapy, animal models, and in vitro culture; 

- African trypanosomiasis: chemotherapy, immunology and epidemiology, and 
vector ecology and control; 

-American trypanosomiasis: operational research, chemotherapy, immunopath- 
ology, and immunoprotection; 

- Leprosy: immunology, therapy; 

- Leishmaniasis: clinical pathology, chemotherapy. 

Potential U.S. Refaarch Inputs 

• Pharmaceutical industry: 

- New drup needed for all six diseases; 

- Research within special program context; 

- In-house training of scientists from developing countries; 

- TDR facilities available to screen new therapeutic agents; 
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• Federally supported research: 

— Priority to research in designated scientific areas, especially malaria vaccine 
and antimalarial drugs; 

— Coordination with special program effort; 

— Mechanism fol* implementing and monitoring U.S. efforts; 
= Training of research workers from affected countries; 

• Direct support for TDR: 

— Financial contribution to program; 
= Detailing of U.S, personnch 

EPI ObjiQtivis 

• Help provide immunization against diphtheria, pertussis, tetanus, measles, polio- 
myehtis, and tuberculosis, where appropriate, for every child in the world by 
1990; 

• Reduce morbidity and mortality from other selected diseases threatening world* 
wide public health for which safe and effective vaccines exist or become avail- 
able, by establishing permanent immunization services. 

Rasaareh Problems Being Addrissed 

• Augmenting stability of measles, polio, and DPT vaccines; 

• Decreasing reaetogenicity of pertussis vaccine; 

• Improving vaccine delivery systems through better freezers, refrigerators, cold 
boxes, and temperature markers (the *'cold chain"); 

• Reducing need for "booster" immunizations (bPT, polio); 

• Improving techniques of vaccine administration (jet injectors, bifurcated needles 
- BCG, tetanus); 

® Improving immunization coverage rates; 

• Evaluating field operations; 

• Improving community awareness and motivation; 

• Managing programs; 

• Improving vaccine control systems; 

• Improving disease suiveillance systems, 
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Potenttil U,S, Research Input 

• Fudorully supportud antl pharmaceutical industry reHuurch to improve vaccinen 
and to develop nuw vaccines (gerebrospinul meningitis); 

• Operational resuarch In implenienting expanded imniuiiization programs in 
several developing countries; 

• Research on improving the "cold chain/' 
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Development and Supporting Assistance 

Economic status is an Important determinant of the health of a nation, as well as 
that of an Individual or family. In turn, the health status of the individual citizen is 
crucial to the economic status of a nation* In continuing our assessment of interna- 
tional health, we must learn how U.S. involvement in international health activities 
affects the total development of other countries. We need to examine, too, how our 
development assistance efforts have affected world health. This chapter is intended 
as a nrst step toward that end. 

Development assistance to low-income countries contributes to a complex and 
integral social and economic development process. No single action produces **devel- 
opment." Overall economic growth has often failed to bring gains for the needy, 
Even providing medical care more widely to the population does not always improve 
health. Improving health, like fostering more general development, requires simulta- 
neous, coordinated policies affecting many of the social and economic conditions of 
a nation. Only by an integrated approach are the objectives of social developmentj 
economic growth^ and satisfaction of basic human needs ILkely to be attained. 

Good health is both an objective of and a contributory element to development. 
Health needs are basic physical and psychological human needs, and include: 

• Prevention and reduction of disability and discomfort from mental and physical 
disease; 

• Prevention and reduction of malnutrition and its adverse consequences; 

• Care for the suffering; 

• Modification of childbearing patterns according to the needs of the family and 
community; 

• Protection from and care for injury and disability from accidents and disasters. 

Social and economic development must meet these needs if welfare is to be 
improved. Economic growth must be reflected in the improved physical and psy- 
chological condition of people. 

Healthy people and health propams contribute to development in many ways. 
Since development programs for low-ijicome countries necessarily rely on increased 
employment and labor-intensive technology, the capacity of the labor force to work 
and to learn becomes cruciaL Illness and premature death reduce the productive 
potential of the labor force. With good health and nutrition, worker productivity is 
Increased, Good health is also required if education and other investments in human 
resources are to be fruitful. ProvidLng health semcei is an increasingly impoftant 
socioeconomic activity, and serves as a model of modernization and a vehicle for 
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useful production and emplaymunt. Thus, enhancement of health services and 
human welfare is an integral part of development strategy. ' 

For decades, Foreign assistance has been a major aspect of U J. foreign policy. 
Three reasons are most freqticntly given to Justify such assistance: (1 ) Encouraging 
the development of other countries is important in promoting world order. (2) A 
healthy, growing world economy contributes to the growth and health of the econ- 
omy of the United States. (3) Because the people of the United States have strong 
humanitarian beliefs, they have long supported humanitarian programs in poor coun- 
tries. 

The Foreign Assistance Act of 1973 emphasized aiding the poor majority in 
developing countries, particularly in rural areas, through food and nutrition, popu- 
lation and health, and education and human resource development programs, tJnder 
this Act, the following criteria were established, any one of which qualifies a coun- 
try or group of individuals for U.S. development assistance: 

• Per capita income below SI 50 per year (in 1969 dollars); 

• Daily diet of less than 2,1 60 to 2,670 calories (depending on the country); 

• Several health indicators: life expectancy at birth below 44 years; infant mortal- 
ity over 33 per 1000 children ages OT ; birth rates over 25 per 1000 population; 
or access to broadly defined health services for under 40 percent of the popula- 
tion (House Committee on International Relations, 1975), 

More recently, the draft Forei^i Assistance Act of 1978 suggests a development 
strategy emphasizing growth and coordination of a basic human needs policy with 
US. human rights policy. This legislation also focuses on biological needs related to 
nutrition, health, and hurrian reproduction, as well as other basic human needs. 

Achieving a decent standard of health for people everywhere should be of para- 
mount importance to any U.S. international health initiative. Table 10 illustrates the 
relationship between poor health and poverty. In the developing world, birth rates 
are generally hlgh^ life expectancy short, and hunger prevalent. Infant mortality in 
Africa is roughly 10 times jester than in the developed world. However, countries 
that have focused developnient efforts on the basic needs of their population show 
far better health, and often greater general economic propess, than other countries 
with similar limitations. We have seen estimates thataf every low-income country 
could match the performance of the few outstanding examples, 10 million deaths 
would be averted each year. 

Although tropical diseases should receive Increased attention, the basic syn» 
drome of poverty, population pressure, hunger, diiease, and death is probably a 
more important fleld of study. Illness and poor nutrition exacerbate each other in a 
health cycle of continuing decline. Health probleins are most prevalent and most 
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Table 10. HMlth Characterlstlas in SmlmoM World Areas and Countries, 1977 



Per Life 

Capita Birth Rate* Death Rata* Infant Mortality Expactaney Pircantaga 

GMP PopulatiQn per 1,000 par 1,000 Rate per 1000 at Birth Population 

Units in Millions Population Papulation Live Birthi (Years) Below IS (%) 



World 



1 ,360 4,082 



30 



12 



103 



59 



36 



Selected Developing 
Country Areas: 

Africa , , , . 

Latin America , , , . 

Selected Developed 
i Countries: 



340 423 
450 2,325 
940 336 



45 
32 
36 



19 
12 
9 



154 
116 
78 



46 
56 
62 



44 
38 
42 



UnlUd States 



-Sweden 

fe 



6,640 
6,720 



217 

8 



15 
13 



8 
11 



16 
8 



72 
75 



26 
21 



W- ■ 

^^^Small viriatloni In brrth and death rates can bt fniiltading unless the age strueturf ef the population Is also eonsiderad; e,g„ pereintage of 
^4 population b@lovv age 15^ 

fSour€9: Extracted from 1i77 World Population Data Shett of the Populition Rifefence Bureiu, Inc,* using latest avBilahle data, primarily 
V from U.N. sources. 



203 



ERIC 



Devtiopment and Supporting AssiitanM 



fatal in the under-five age group. In the weakened children of poor countries = wlio 
are all too often denied even basic medical services — diseases for ^hich simple cures 
exist w^reak terrible havoc; childhood death is frequent, disability common^ and sur- 
vival to full physical and mental potential rare. The health problemi of older chil- 
dren and adults are also severe, and of major econornic and social irtiportance to 
low-income countries. Thus, any developmental or humanitarian approach to the 
basic needs of poor people must deal with the health of the family and the commu- 
nity as a whole, with special attention to the most vulnerable group — mothers and 
small children. 

Priority health-'Sector activities include: health planning; development of inte* 
grated, Iow=cost health delivery systems and infrastructure; improvcnieiit of nutri' 
tion; promotion of family planning; provision of water and environmental sanitation; 
control of communicable disease; and disaiter relief. These will be discussed in detail 
in the section on current health assistance programs later in this chapter. 

Major Prinoiplas of Internitlonal Health Aisiitance 

There are two important and potentially conflicting principles that the United 
States niust consider in its involvement in international health and development 
assistance. The first is a fundamental respect for the sovereignty and right to self- 
detennination of all countriei. TTie second is the desirability of promoting self-suffi- 
ciency so that countries can deal with their own health needs on a continuing basis. 
These two principles may conflict when low-income countries invite the United 
States to participate in health programs which seem to perpetuate dapendency, and 
our desire to respect the host country's judpnent suggests that we let them decide 
which programs are best. The likelihood of such conflicts makes it increasingly 
important for the United States to define its own principles of international health 
assistance within the context of defining an international health policy. 

We must also understand that developing countries have strong opinions about 
development assistance. They would prefer an international economic system in 
which they did not need concessionary flnancial assistance, but they recognize the 
existing ner ' for substantial aid. In accepting assistance, leaders of developing couri' 
tries uuderstandably wish to maximize their control over resource allocation. There 
is continued opposition to the threat of neocolonialism or to the creation of depen- 
dence on richer countries. Moreover, from their viewpoint, health-sector assistance 
often has relatively low priority compared with other types of financial aid. In part 
this view reflects a failure of health officials to clearly define and communicate the 
full value of health services In development, In part it results from the resistance by 
the economic, social, and political institutions of developing countries to redistribu- 
five financing typically encouraged by external health-sector investment asiistance, 

TTiere are also traditional attitudes in many countries which reduce the interest 
in external health-sector financing, Although there is peat respect in developing 
countries for the technological expertise of the United States and the rest of the 



177 




New Dlrmions in International Health Cocpsratlon 



developed world, it is tempered by increasing awareness of the need to select and 
tailor technology to particuiarsituationi. Finally ^ developing countries are increas- 
ingly sensitive to the way aid is provided and to the behavior of foreign officials. 
Reipect is dernanded, and Americans rendering development assistance should show 
respect, directly and Indirectly, by learning tlie language, understanding the culture, 
and adapiting to other facets of the societies In which they work. 

Some general principles to consider in any health assistance approach are to: 

t Develop indigenous capacity in the host country; 

• Select approaches appropriate to the specific conditions of the location in which 
services are to be delivered; 

• Promote replicable and affordable health services for the entire host country 
population with careful consideration of national manpower and financial 
resources; 

• Concentrate on prev .ntion of health problems, since preventive services are gen- 
erally more cost^ffective than are curative services; 

• Recommend front-end loading pro-ams, that is, those which involve donor 
assistance for initial investment but which can be operated by a country with 
limited resources; 

• Develop complernentary packages of semces, within and across sectorsj that as a 
whole afford gains in efficiency and effectiveness. 

To ensure that humanitarian objectives are most fully attained, we must choose 
approaches which will affect tlie ve^ poorest portions of the population, whether 
they are minority groups within more developed countries or the rural inajority in 
developing countries. Health activities should be concentrated in the villages and the 
poorest urban neighborhoods. 

In collaboration ^vith other countries, the United States can encDurage the im- 
provement of health by identifying existing problems and opportunitieSj as well as 
by offering incentives such as partial financing and technical assistance. In many 
cases, we have seen that a small foreign assistance contribution can stimulate larger 
host country contributions to valuable programs. Criticism of many low-inconie 
countries has focused on the lack of continuity in developmental progranis. The 
tinited States should encourage such continuity by developing progranis N^hich sup-^ 
port or encourage the institutionalization of health sarvice system reforms or the 
national extension of services, with 5- to 10-year periods of support, Obviously such 
prop'ams should include careful evaluation of progress and provisions for termina- 
tion for lack of cornpliance, both to encourage continuity of host country activity 
and to ensure proper utilization of U.S. funds. 
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Approach^ to Health Assistance 

The manner in which the United States is inwlved in development assistance and 
international health activities continues to be a topic of debate. Approaches to in- 
volvement must be discusied separately for developed, intirmediatij and least devel- 
oped countries. Obviously, U,S. collaboration la health activities will differ in each 
categdry because of dissimilarities In available resources, technology and manpower, 
and the health needs of the populations. US. involvement with other developed 
countries^ for instance, may Include coUaboratlopn in research activities, technoloiy 
exchange, and jointly planned developmental health assistance to lower-income 
countries. With the intermediate countriesi UJ. iiivolvement should focus on por- 
tions of the population with a lower standard or health care or on special trade rela- 
tionships for health goods and services. In the least developed countries, U J. health 
activities should be pursued in the context of de^elopinent assistance. 

We must recogniEe that U,S. involvemerit in development assistance already 
takes varied forms, depending on the country aad the most appropriate kind of 
health-sector collaboration. Limiting our development assistance approach to only 
one type of country would limit our ability to respond to real needs that exist at 
many different levels. 

The various participants in developmejit assistance also contribute in different 
ways. The intemational development financial institutions may find it advantagaous 
to finance health projects in rniddle-incofne countries since their constituent asseni- 
blies, which are heavily weighted to such countries, may deniand loans, and intemie- 
diate countries have the financial and admiiiistralive capabilities to make development 
loans sound **more bankable.'' Similarly, UN. agencies will continiie to have strong 
interests in intermediate countriei. 

AID could increase its influence by concentrating all of its fiiiancial and profes- 
sional resources in the poorest countries. Moreover, administrative costs might be 
reduced by iriinimizlng the number of countries in which assistance is offered and by 
increasing the size of assistance projects. Howevefj as the principal vehicle for sup- 
porting assistance, AID will obviouily continue to work in all countries judged suit- 
able for such assistance, regardless of income level Health prograini will be a useful 
part of this assistance, but bilateral fmancial assistance, particularly to North African 
and Central American countries, ml^t also be a iiseful adjunct to overall foreign 
policy. 

The Peace Corps, which has secondary goals cf providing U.S. citizens with 
knowledge of foreign countries and of acquainting foreign countries with Americans, 
may be well-advised to work in niany low- and intenhediate^income countries to 
achieve these goals. 

DOD, balancing goals of research in tropical diseases, military assistance, and 
development assistance with the requirenients fo J military presence abroad, may also 
choose to work in middle-income countriei» 
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HEW will generally have three fornisof contact with middle-income countries* 
HEVV is a natural conduit for reimbursable technical assistance, especially when it 
has provided technical support to the health program bef'ore a country moves from 
poor to intermediate status. HEW will often find collaborative projects to be of 
mulual benefit to the United States and middle-income countTies, particularly since 
such countries have expanding populations with health conditions and services simi- 
lar to ours. Finally, HEW should have an increasingly technical and regulatory func* 
tion with respect to commerce with intermediate-income countries. 

Regardless of the agency or specific kind of health activity Involved^ the United 
States should strive to develop a coordinated bilateral and multilateral approach 
emphasising cooperative programs for mutual interest, reimbursable assistance^ com- 
mercial health-sector activities and, where needed^ bilateral financial assistance in 
appfopriate countries. Approaches should be evaluated in teriris of the needs and the 
overall health, economic, and political situation of the individual countries involved,* 

Efface of Financiaf and Tfchnicil Health A^istince on 
Developing Countriei 

The presence of foreign agencies working in health prograniSMn a developing 
country has an impact that extends beyond the actual financial or technical assis= 
tance provided. By advocating the needs of the pDorest majority, these agencies 
attract the attention of the host government and encourage continuity and commit- 
ment in meeting these needs. 

Currently AID and international financial institutions appear to emphasize the 
financial aspects of development assistance. Such fmartcial asiiitance has the obvious 
potential benefit of increasing the rate of investment in health lervices in poor coun» 
tries. This is particularly important in financing foreign eKchange requirements for 
medical equipment and other goods which cannot be pradiicedin low-incoiTie coun- 
tries. Moreoveir, since foreign assistance is preferentially directed to programs serving 
the poor majority, it encourages host countries to fund these programs by decreasing 
the risk involved and providing concessionary coutlterpart funds for host country 
investment. This gives programs for the poor an advantage over other programs. Ob- 
viously, as the amount of foreign assistance p-ows in respect to the national budget 
of the host country (health or ovefall)^ the Influence of foreign donors increases. 

Technical assistance is directed primarily at improving the way things are done. 
In recent year^ there has been increasing concern for developing technology more 
appropriate to the needs of low-income countriei Advocates of this position have 
tended to stress technology with low per-unit costs which can be readily used by 
paraprofessionals. Th& developing countries themselv^es, howev^er, have increasingly 



*7Tie .^o^allfd Hunnphrey bill was introduced in 1978 and called for a permaiient forei|n aid agency withCabi- 
ncHevel «atu.i It would combine both bilateral and multilateral authOfities, and, if macted, would stress these 
issues. 
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demartded access to industrial prodiiction processes using advanced technoJogy, 
currently found predominantly in developed countries. 

Whatever the particular techrlologies in question, there must be a coriaborative 
dticisiM between the developing country ajid the group advocating the technology 
regarding the most appropriate technology transfers, adaptations, and uses. Among 
the most active in emphasizing technical assistance have been WHO and US. educa- 
tional institutions. Multinational health-related corporations have also contributed 
to specific aspects of technology transfer. 

Current Progranis in Intirnatl&fial Hsalth Assiitance 

Low-income countries have generally sho^n increasing concern forhaalth In 
recert years. Rapid economic growth has been accompanied by declining death rates 
and more recently by some decline in fertility, as well as by increasing expenditures 
forliea;lth services and resources. Yet experience suggests that such benefits do not 
accrue autoniatically to the poor. A. world consensus is devaloping that progranis 
must be designed explicitly and demonstrably to help meet the basic human needs 
of the poor majority in low-income countries. 

Over the past decade there has been Jittle increase in U.S, dollar expenditures on 
official foreign assistance as compared with those of other developed countries (see 
Figure 10), Consequently, the United States now contributes roughly one-quarter oS 
the total development assistance provided by countries serving on the Development 
Assistance Committee, As an indication that assistance to low-income countries is 
now rwognized as a joint responsibility of richer nations, this shift in the source of 
contributions is a positive developnient. 

Figure 1 1 indicates that U.S, foreign assistance has not kept pace with inflation 
and economic growth in this country. In fact, the last decade saw a consistent reduc- 
tion of the portion of gross national product (GNP) devoted to foreign assiitance. 
Since, on the average, other developed countries have continued to devote roughly 
0.4 percent of GNP to foreign assistance, the United States has fallen considerably 
behind in terms of the portion of its resources devoted to official development assis- 
tanee. Recent policy statements by President Carter and Secretary of State Vance 
indicate that the United States will, in the near future, increase the proportion of 
GMP ollocated to international assistance. 

Multiliteril Organliationi Engiigdd in Htalth iAssistanoe 

The United NaEtons Family of Organizations. Several of the U.N. organizations 
have major responsibility for and inipact on internatiorial health: WHO, PAHO, 
UNFPA, FAO, UNICEF, and UNRWA. With the exception of UNRWA, these or- 
ganiEationi typically emphasize technical assistance for developing countries and the 
development of international forums on key health issues. These are discussed in 
more detail in Chapter 2, 
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Figure 10, Offteial Ctoygtoprrient Asslstanes of United Statss in 
Comparison with All Other OAC Countries, tgss-75 

Frofti 1965 to 1975, net U.S. official development assritance (ODAj only Increased from $3.4 
billion to $4.0 billion (with a low point of $3.ebiif ion in 1973). In contrast, thaODA of ell other 
DAC countriei incraaiacf nairiv fourfold, fr^nri $2,5 billion in 1965 to $9,6 billion. In 1975. 

($ bilfions) 




I I I \ . \ i I I I I I 

1965 1970 1975 

/Voff; Finlend and Niw l^^alind not jncludfid Until liTO Portugal mt included after 1972. 

&eu!C^ Bsmd on fipofti by. the Chairmfln of thf DiveloprTiint A^istSnct C^Q^mmlttfi i Dflvilopmint Go- 
opefition, liTa Rtvitw i^nrmi OtCf), 1973), pp^ til and 189; Otveleprntnt CeNop€r»tlon, 1975 Revliw iPMrm 
OiCP, 1975K pp, S9S and 2S6*S7; t(^d D^^^opniint C^-Optration, 1976 iRf«*ijevw (Pinsi OiCD, liTSI, pp. 207 
and 263, 
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Figure 11 . Officfaj Dovalopment Mmi^Umm of the United States and 
All Other OAC Countries, as Peroentage of GNP, 1865-75 

From 1965 to 1975, mi U.S. CDA ai a pereentaga of GNP decreasid by niarly half - going from 
0,49 pereent to 0,26 percent. The ODA of ail other countries as a percentage of thair combined 
wialth has remained fairly constent, 



(as percentage 
of GNP) 
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0,40 




United States 



\ 
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196S 1970 1976 

Ng».' Finlsnd ind Ntw ZBslaf^d not mcJudsd uintll 1i?0. Portugij not ineludtd aftif 1972, 

Smum$^ BMd en rtpcrti by the Chslrm:^! of tht Devilopmint Aiilstincd Comrnlttter Dtvelopmsnt 
C«p«*iti©n, 1973 Rpvl^ iPariii OlCO, 1^73), pp. Ill and 189; Devfjapmint Co^peritlsn, 197i flivliw 
(Farlii OiCD, 197S),pp. 19Sand 2i&57; snd DesralQpmsrtt Co-ot>iPation, 1976 Review (Paris. OECD 1976) 
pp. 207 and 2^. 
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Intemational Financial Institutions. The World Bank, Iiiter-American Develop- 
ment Bank, Asian Development Bank, and African Development Bank ara major 
providers of nnancing for infrastructure development. These institutions play a dra- 
matic role in improying heallh. Historically, they have been reluctant to invest in 
health projects perse, but have financed public works, including household water 
and sewage projects. In recent years the banks have become increasingly involved in 
papulation and nutrition activities and have included medical services in integrated 
regional development projects. They are described in more detail in Chapter 5, 

y.S. Bilatiral Aasistince 

The United States has a long history of direct support for health'sector invest- 
ments as a part of foreign assistance. The US, Government provides assistance 
through bilateral agreements which involve a number of agencies (Table 1 1 ). The 
United States is also a major contributor to multilateral agencies of which it is a 
part. Finally, private individuals and nongovernmental organizations also play an 
important role in health assistance. Some of the most significant activities are de- 
scribed in the following paragraphs. Table 12 indicates the magnitude of U.S. 
expenditures. 

The Departmeiit of State, The State Department hm overall responsibility for 
U.S. foreign policy and for seeing that foreign assistance is consistent v^ith other 
aspects of foreign policy. It is also responsible for representing the United States to 
other donor nations, to recipient nations, and io international organisations of the 
U.N. family. The State Department theretore has a respoiislbility In the area of 
development coordination, but it does not directly implement foreign assistance 
progranis. 

The Agency for Iiliernational DeVGlopineiit. AID manages tthe U.S. international 
bilateral assistance program, coordinating agricultural, health, education, and other 
development programs.* The overall development assistance policy incorporating 
the strategies of the various sectors is defined for each country receiving assistance 
by AID personnel in that country in cooperation with local officials. The health 
contribution to development assistance includes aid in health planning; development 
of integrated health service delivery systems; and specific programs in nutrition, 
population,, water and environmental sanitation, communicable disease control, and 
disaster relief, 

AID provides heilth-seictor financial assistance primarily through grants (to the 
lowest-income countries) and loans at low-interest rates (concessional). Health proj- 
ects normally involve counterpart funds in the host country. U,S. fundsj which are 
largely spent in the United States, are used for technical assistance, equipment, and 
commodity costs. 



•IntQfagency development gaordtiiatfion is ve^^qd in the Dgvelopment Coordlnatirii Committor. 
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The AID program is divided into development and supporting assistance catego- 
ries. Development assistajice is allocated primarily on technical pounds of human 
need and project quality. Supporting assistance is also intended to te used for social 
and economic developnient, emphasizing the basic human needs of the poorest 
majority, insofar as possible. Decisions to allocate supporting assistaiice funds, how- 
ever, are made primarily on the basis of economic and political concerns. 

Table 13* illustrates the evolution of AID funding of health programs. Popula- 
tion propam funding has increased consistently and rapidly since 1965, Direct health 
programs (health planning, health service delivery system investment, and commu- 
nicable disease control) have varied widely. TTiese expenditures peaked in 1968, 
declined until 1976, and have begun to rise since that date as a result of Implement 
tation of the new directions of the 1973 Foreign Assistance Act. Sincg portions of 
the population budget were earmarked for more general health service investment, 
these categories illustrate program motivation rather than describe actual activities. 
The nutrition situation is even more confused in terms of budget history, since 
health-sector nutrition interventions cannot be separated from agricultural-sector 
food interventions, AID programs involving water supply and environmental sanita- 
tion were funded at $40 and S45 million in FY 1976 and FY 1977, respectively, but 
FY 1 978 allocations were Increased to S70.9 million. 

The Peace Corps. A total of 717 Peace Corps volunteers (PCVs) w-ere participat- 
ing in health programs abroad in 1976/PCVs work primarily in progranis which haye 
the greatest impact at the village level. Activities include nutrition, environmental 
sanitation, communicable disease control, and integrated health s&rvm delivety. 
PCVs are only involved in family planning propams at the eKplicit invitation of the 
host government. They typically participate in disaster relief activities as the need 
arises. 

The Department of Defense. DOD conducts a vigorous program of health re- 
search, which includes operation of a network of research facilities in low-income 
countries and a data bank of health statistics. Militaiy assistance in many countries 
includes medical and/or community action components. Consequently, DOD, work- 
ing through counterpart military establishments, has a number of health assistance 
activities in low-income countries. 

The Department of Health, Education, and Welfare. Through AID, HEW pro- 
vides various health assistance services such as professional consultini and the opera* 
Hon of occasional programs (such as the smallpox campaign in Wast Africa). The 
Department of State has delegated to HEW the responsibility of representing the 
United States In technical matters before WHO. HEW's domestic activities, including 
biomedical research and regulation of health manpower training in the United 
States^ have profound influence on developing countries. Finally, HEW is the agency 
responsible for many cooperative bilateral health agreements. There is both the po- 
tentiai capacity and the precedent for HEW to ensure continuity of bilateral health 
activities with those countries on the economic borderline for foreign assistance. 

Its 
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Tabta 11, Bilateral Developnitnt Asslstanee by U.S. Qovammtnt Aganeies 



Action 



* Manpower Training 

* Mattrnal and Child Health Sarvicts 

* Nutritian 

* Health Planning 

* Hailth Education 

9 Delivary of Health Sarvi^s 
« invlronmentaJ Health 

* Imniuniiatlon Oampaigni 

* Oisabiiiiiei/Mtntal lllneis Programs 



Agt ncy for 

intf rnitidnal Development 

• Manpowsf and Institutional 
Ddveioprmnt 

• Health Auxilla^ Training 

• Organliing Medical Sa rvi^s 

• Dis#3S€ Prevention and Control 

• Dtlivery of Health Sen/ic^s 
i FDQd Fortification 

» Fopulation Pianning 

• lntroducli©n of New Food Ttchnologlti 

• fmergeney Relief Servicei 

• ^fneflcan iehoeis and Hospitals 
Abroad 

« invironmenta) Health Sarvlc^i 

• Health Servloei Research 

• DeniographiQ Data Collection 

• Firtlllty Contfoi Researoh 

• Development of Indlgtnous Foods 

• Disaster Preparednesi Reseafoh 

• Health Planning 

• Nytriibn Planning 

• invironmentaf Health Planning 

« Ti^nfeai Cooperation with 
Inlematlonal Organizations 

• Spadil Foreign Currency Programi 

Agrieultyre 



• Poli<^ Formulation for Health and 
Nutrition Projects of Devalopnndnt 
link! 

• Food Aid Prc^rams (P.L 4BQ) Through 
AID 



* Technl^l Assistance in Food and 
Nutrition 

« Cooperative Reiearch 

• Agrioultural Training Progranns 



Dtfense 



• Oiiaiter Relief Sen/i^s 

• Tropical Disdase Research 



invlron mental 
Prat@€tion Age ncy 

• Technical Assiilinct in f nvironrmnta! 
Health 



HtflHh, Eduoatloni 
and Welfare 

• iiornedicel and Disease Riiearch 

• Geographic Health Studies (NIH) 

• Di^aii Pfivention and Control (CDC) 

« laboratory Sup^rt and 
Collaboration (CDC) 

• Inlernational Organization Policy 
Divilopment 

» Health panning 

• H©alth4ectQr AiiessfTients 



Intir^^AmerlGan 
Poundatlon 

« Training and iducatlon 

» Health ien^laes Dejivefy 

* Health Planning and Adniiniitfation 



lnt#ri@r 

(Trust Ttrrltorles) 

• Manpower Training 

« Renovation of Hospitals 

* Orgariiling Medical SenH^s 

a Disease Prevention and Control 



Nationai Aeronautics and 
Spaet Admlnlstratlen 



• Communications Satellite 

• Satellite Remote Sensing 

• Ground-Sesed Water Tfeatmenl Plants 



National Solence Foundation 



• International CoopSration in Studies on 
the invlronment« Biology. Tropical and 
Communicable Dlieaias 



~= = — ^"-^ "- 

Overseas Privati 
Inveitment Corporation 



* Guarantees, Loani; and Iniurance for 
Private Firnis in: 

(a) iitabHihment or expansion of 
eervices related to health and medicine 

(b) projecti not primarily rilated to but 
including health and nutrition 

(c) conitruation of health facilities 



Canit Zone 
government 



• BnvlfgntmniBl H^alih In PBmmst 

• Dlseaie Coritrol in Panama 

• Emergency Ad Hoc Support to Disaster 
Victirns 



State 



« imergency Ad Hoc Midical Support 

• Asseised Contributioni to U,N, System 
Agenares 

• Science Attachia/Consular Officers 

• Policy Monitoring and Pepreientatlon to 
International Organiiations 



Treaiury 



• Assessed Contributioni to the 
Development Banki 
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Tible 12, U.S, Haelth^^gtor Developmant Assistance by Progfam 
Areai FY 1 876 (In Thausands of Dollars) 



Program Ar^; 
Agency 



Bilateril Asslitince: 
A(D^ 

DOD^ 

Pfice Corpi^ . . , 

U^N^ Agencies: 

WHO* ........ 

(U.S. eontribution)* . 

PAHO^ 

(U,S, aontributionj* . 

UNRWA^ ..... 
(U.S. contfibution)* . 

FAO' ........ 

(U.S. contribution)* . 

UNFPA^ ...... 

(U.S. contribution)* . 

UNESCO' ..... 
(U.S, contribution)* . 

UNICEF>« .... 
(U.S. contribution)* . , 

UNDP" * ....... 

(U.S. contfibution)** . 

Iiitamat tonal Finanaial 
Instittjtlans.' 

World Bank* ^ _ . 
(UJ. contribution)** , 

ID8' 5 . , 

(UJ. contribution)** . 

ADB»* ........ 

(U.S, contribution)** . 

AFDF> ' ....... 

(U*S. contrlbgtfon)** . 

Total U.S. contribution 



Integrited 
Health 
Health Servlcts 
Planning Diliviry 



Nutrition 



Environ^ 
Fimily mental 
Plinnjng Sanitation 



Communioabli 
Diieaia 
Control 



3,318 22,641 20,092 102,997 45.282 
413^* 
4,350 3JQQ 



40 



600 



(28,156) (35,958) 

7,077 9,042 

(10,218) ( 4,088) 

4,524 1,810 



( 3,432) 
872 
( 3,774) 
1,671 



6,091) ( 16,239) 

1,534 4,074 

6,351) ( 12,205) 

2,802 5,403 



( 8,600) 
2.270 



( 1J96) ( 997) 

57 30 
( 75,800) 
20,000 

( 93) C 104) 
21 24 
( 9.034) ( 1,3,502) 

U495 2,234 
( BOO) ( 7,800) 
180 1,920 



(19,000) 
884 



6,800) (231,600) 



316 



(28,700) 
4,230 



(14,540) 
2,700 



10,776 
80,400) 
11,840 
74,200) 
13J20 
25,500) 
4,800 



14,919 47,456 28,792 127,873 100,579 



6,727 
22,939 
1,300 



(49,034) 
12,314 
( 2,713) 
1,201 



(30,035) 
4,969 

( 4,000) 
1,050 



50,500 



Diiiitir & 
Refugee 
Rellif Total 



3.189 



204,246 
23,352 
9,990 



(138,910) 
34,913 

( 39,349) 
17,411 

(42,800) ( 42,800) 
15,626 15,626 
( 2,893) 
87 

( 75,800) 
20.000 
( 197) 
45 

( 52,571) 
8,698 

( 20,000) 
5,400 



(257,400) 
11,976 

(109,100) 
16,070 

{ 74,200) 
13,820 

( 40,040) 
7,500 

18,815 388,934 



Mom app&ar on pp. WB-fSBj 
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Table 12* (Continued) 

* Total FY 1976 U.S. contributioni to institutional health-iactor funding are estimated from the 
following formula: 

Total U J. contributions Total UJ. contrU Health'SiCtor aKpendi' 

to Inititution health ^ butions to organ!- x tures by institytioni 

programs latlon total expenditures 

bv institution 

Total U,S. FY 1976 contributioni to each health proflram are estimated from the following 
formula' 

U,S, contributions Total U J. contributions Institutional e)<pendi- 

to program area - to Institutional haalth h tures for program area X^ 

programi Total inititutional 

health eKpenditurei 

•* Total FY 1978 contributions to health^sector loans are eitimated from the following formula: 

Total U.S. contrjbutrons Total UJ. Gontributions Health'Sector loans 

to health-sactor loans - to IFl, FY 1976 n plus TA 

Total loans &TA 

Total FY 1978 U,S. Gontrlbutions to health program area loans are estimated from the following 
formula! 

U.S. contributions Total U.S« contribution^ Program area loans 

to program area - to health'sector loans x Health-sector loans 

plus TA 

Tabit 12. Explanatory Notes 

* Note: Includes supporting and developing asslitance. 
Source: AID, Technical Assistance Bureau, Office of Hialth. 

^Soure©: Office of Assistant Secretary of Defense for Health Affairs, 
^Source: Peace Corps Program Grid 1976. 

^Notai Estimates include only regular ^dget and are adjusted to include administrative and 
general regional funding proportionately within program area. 
Source: Proposed Programme Budget for FY 1978, 1979, World Health Organisation Docu- 
ment #236. 

* Not^ Estimates Include PAHO funds only, exoluilve of WHO contributions, and are adjusted 

to Include administrative funding proportionatsly within program areas. 
Source: PropOied Program and Budgit Estimates, PAHO, 1977 and 1978. PAHO Doqument 
141. 

*Note: UNRWA*s refugee relief haalth programs include nutrition, medical services, and sani- 
tation improvement. (Estimates are based on calendar year 1976j 
Source: State Department, Bureau ot International Organization Affairs. 
'^Note: Estimates include FAO Regular Program funds only, exclusive of contributions fronn 
UNDP, UNFPA, World Food Program (WFP), and UNEF. 
Sourer FAO (U.S.); State Department, Bureau of International Organization Affairs. 
*Not« Estimatas based on calendar year 1976. 
Source: State Department, Bureau of International Orflanjiatfon Affairs. 
^Source: State Department, Bureau of International Organization Affairs, 
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* *^S^urce^ State Dt partmant, Bureau of Internatjonal Organization Affairs, 

Mote: Intigratad Heajth Services Includes training and noncommunicable disease controL 
Scurce: State Dipartmant, Bureau of International Organization Affairs 

A. Estlmatas includg only direct health-sector loans and technlGal assistance (TAJ by 
the World Bank and International Development Association (IDA) (exGlusivg of 
loans to yugoslavia). Integrated development Hoans with a health Gomponent total 
an additional $272.5 million, 

B, Direct U.S. contribtjtions appropriated by Congress to IDA and IBRD in FY 1976 
were relatively low CDmpared to previous years; therefore, U,S. Gontributions to 
health sector as eitimated in this table are smalL U.S, Treasury, Office of IDB, 
estimates total U.S. financial participation In World Bank FY 1976 to be apprcKi* 
matily 25 percent, Thui, a U,S. contribution of an estimated $64,4 million to 
World Bank heal th-sector loans, 

Sourees: World Bank Annual Report, 1976. U,S, Treasury, Office of International Development 
Banki; House Committee on Banking, FinanGe, and Urban Affairs, Subcommittee on 
Internatior^al Development Instltutioni and Finance, 
'^Note: Estimatii include only health^sactor loans, 

Sources: Inter^American Devalopment Bank Annual Report, 1976: U.S, Treasury, Office of 

IDB; and House Cornmittee on Banking, Finance, and Urban Development, Subcom- 
mittee on International Development Institutions and Finance. 

Note: Estimates include only health^sector loans. Integrated development loans with a 
heajth'sector component total an additional $130 million. 

Soijrea^ Asian Development Bink Annual Report, 1976; International Finance Annual Report 
of NAG, FY 1978, UJ. Treasury, Office of IDB; House Committee on Banking, 
Finance, and Urban Affairs, Subcommittee on International Development Institutions 
and Finance, 

* " Note: Estimates tnelude only haalth^sector loans. 
Sotiree^ African Development Fund Annual Report, 1976; U.S. Treasury, Office of IDB; 

House Comnnittee on Banking, Finance, and Urban Affairs, Subcommittee en Inter- 
national Development I nitltutlons and Finance, 
**Noti: Includes DOD health training of foreign nationals. 
Note: Utilizing higher estimatei of U.S. participation In World Bank as discussed In note 1 1, 
we find that total U.S. contributions to international health sector amount to $4S4J 
million. 
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Other Agencies of the Govemment. Other government agencies marginally par- 
ticipate in intematiorial health assistance. Nonetheless, agencies such as EPAj 
ERDA, NASA, NSF, WAS, and the VA have special areas of competence and Inter- 
ests applicable to international health assistance. The Treasury Department plays the 
key role in determining U.S. policy towrd interiiational financial institution lending 
In development, especially health development. 

The Private, Nonprofit Sector. This sector, which Is discussed in detail in Chap- 
ter 4 and 5, has a long history of involvement in international health. Major founda- 
tions have a particulariy noteworthy record of acconiplishnient. Hundreds of private 
volutitaty organisations, often religioui in nature, play a large role. A recent study 
identiried nearly 100 U.S, organisations providing health services in Guatemala and 
suggested that nearly a quarter of the health seivices in the rural areas were provided 
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by U.S. or other foreign PVOs* Professional associations maintain an extensive net* 
work of communications with colleagues and sister organizations in developing 
countries. Finally, UJ. educational institutions play a major role in training leaders 
in all the health professions and in providing technical assistance and research rele- 
vant to the needs of developing countries. 

The Commercial Sector, The United States is daeply involved in commerce with 
developing countries, This topic is dealt with more extensively in Chapter 5. U.S. 
commercial firms provide goods and services to the health sector in developing coun- 
tries funded either by indigenous sources or foreign assistance. Particularly note- 
worthy in this regard are the U.S. medical equipment, supply, and pharmaceutical 
companies. These firms have on occasion been extremely effective in reaching poor 
people in low-income countries with appropriate drugs and services, especially when 
working with the private sector in host countries. U.S.-based multinational commer- 
cial firms have significant effects on health in developing countries through direct 
action with their employees abroad, and indirectly throu^ their investments and 
the impact of their products. Because of their influence, these firms bear a social 
responsibility within our development assistance policy. Finally, the effects of com- 
mercial technology transfer and international trade on the economics and human 
needs of low-income countries are of major foreign policy concern, far beyond the 
scope of this report, 

Table 13. AID Population Planning and Health Programs Obllgatlons/Loan 
Authorizations/Planning Levels, FY 1965-78 (Expreiaed In Millions of Dollars) 



Fiscal Year 


Population 


Hialth 


Total 


% Population 


1965 , . . . 


1,9 


32.4 


34,3 


5.6 




3.8 


58.7 


62.5 


6.0 


1967 . . 


4,3 


98.1 


102,4 


4.2 




34.4 


131.3 


165.7 


20.8 




43.9 


38,1 


82.0 


53.5 


1970 


73.1 


37.1 


110.2 


66.3 


1971 , . . . 


94.0 


57.7 


151.7 


82.0 


1972 . . 


120.0 


3B.4 


1SS.4 


77.2 




121 J 


42.9 


164.6 


73.9 


1974 . . . . 


100.1 


81.5 


181.6 


55.1 




lOO.O 


54.5 


164.5 


64.7 


1976 , , . . . 


103.0 


54.4 


167.4 


65.4 


Transitional Quarter . . . . . 


32.5 


19.1 


51.6 


63.0 


1977 (Estimated) ....... 


143.6 


94,2 


237.8 


60.4 


1978 (Requested) 


177.0 


120.9 


297.9 


50,4 


Total . . . . 


U153.3 


956.3 


2,109,6 


54.7 



Note: Table does not include opirating and administrative expends. 
Source: PHA/PROG - PPC/Pl Rtvisad 1/31/77 
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Goais of intarnational Health Assistance 

TTie forecast for health in low-income countries in the next decade is not bright. 
Table 14 illustrates the relationship between poverty, poor nutrition, high mortality, 
high birth rates, and short life expectancy. TTie complex synergism of poverty, un- 
derdevelopment, and poor health will not easily be broken. However, as Table 14 
also shows, by focusing on basic human needs, countries can greatly improve health 
even in the face of severe economic constraints. 

Current understanding of international health goals varies, particulafly in rela- 
tion to goals in other areas such as foreign policy, development assistance, commerce 
and trade, and health of U.S, citizens. International health goals are those goals 
which relate most directly to basic human health needs. At present, there is no uni- 
versally accepted set of international health goals or standards to measure the extent 
to which basic human needs in health are being met. In order for U J, international 
health activities to effectively advance health, nutrition, and population goals, the 
United States should develop a set of international health standards as part of its 
efforts to establish a UJ, international health policy. These standards will differ 
from goals. Goals imply commitment to action. Standards define what we believe 
are basic human needs. Once standards are deflned, choices can be made among 
existing needs according to our willingness and ability to commit resources to meet a 
ipecific need, and according to the total group of needs Identified and their relation 
to other U.S. policies and goals. 

One might argue that the United States should not set international health goals 
because we shall not be able to meet them. Obviously we cannot do so unilaterally. 
However, it is even more important to realize that health in poor countries will only 
be improved by the concerted action of those countries themselves in achieving eco- 
nomic development and increased employment; in distributing wealth, income, and 
employment equitably; and in meeting the basic social and economic needs of their 
inhabitants, Foreign assistance will be marginal to this process. Moreover, with the 
present state of health planning knowledge, it is not technically possible to deter- 
mine the extent or quality of semces needed to achieve a general health status goal, 
or even to specify accurately the resourcas needed to provide a given level of ser- 
vices. In such a situation of relatively little power and hi^ uncertainty, there Js a 
significant risk that we will not be able to achieve goals or even to measure goal 
achievement. Further, the failure of a propam to meet goals might engender undue 
dissatisfaction with the prop'am and its implementing agencies. 

However, the benefits of explicit goals are: (1) the potential to coordinate and 
to catalyze a more extensive and effective multi=donor attack on health problems in 
poor countries than would be possible otherwise and (2) to explain the nature of the 
proffam more clearly and effectively to Conp-ess and the public. For these purposes, 
two levels of goals appear worthy of consideration. 
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Table 14. Rilationihlp Ba^ain Poverty, Poor Nutrition, High Mortilltyi High Birth Rates, 
and Short LH§ ixpiotaney In Five GrDups of Nations 



Ijfy rer wafJiia Dllth R§t§ 

jpiflOOO LiflExpsetin^y Crude eirth Rate Fir Capita Mn Supply HYNrs 

LIviiirthii CyslsiM (par 1000) Wi (Granii/Dayl iperlOOO) 

Supply jPeh 

santofMDR) Animij/ 

(GNPpircipiti) Avirigs Lowsit kmi^ Hlgliin Averaga LowM Avirap Total Fyli^ mm 

Group 1 ........... Hjk mo 43J 48 44J 39.0 88.1 Bi.i 171 N/A N/A 

^ ($100 end M 

Group 2 113,1 10,0 411 61 4S,2 31.0 9S.1 BU 18.0 N/A 33.0 

i$1O1<2O0l 

Group 3........... 100.2 31.0 11.1 16 37,6 21.0 91,8 59.3 13.1 N/A m\ 

mm 

Group4,.,. Bil 32,0 S1.4 71 321 11.0 103.2 18.2 29.3 3.3 0.4-11 

(|37§<1,000) 

GrQupi.,.,.....,. 1i,i 11.0 71.6 71 17,1 13.2 117.7 lU 52,1 I.O 0.4-2 
Norn Data for 1970 in Social Indieitofs, pp. B0&S2i, 

Mim: Tilt World link. 1976. World Tabiis, 1 971, liitiniOFep Md.; Johni Hopkins Univefiity Pm. 
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We may choose goals typical of the relatively successful developihg countnes 
over the past decade. For example, extension of life expectancy at birth by 5 years 
per decade was apparently accomplished in the 1960s by 25 or more developing 
countnes (with life expectancy under 60). However, many countries have not been 
io successful If goals of this nature were set and efforts were made to encourage all 
countries to meet them, there would be a good possibility of improving the lives of 
hundreds of millions of people and a reasonable expectation that international and 
re^onal goals might be met. 

Alternately, one may single out goals that have been achieved by only the most 
successful developing countries in the past: for eKample, extending life expectancy 
by 10 years per decade. We believe such goals would probably not be met. They 
would, however, symbolize greatly increased international dedication to health in 
poor countries. To have a reasonable chance of achieving such goals, not only would 
development assistance have to be doubled, but an increasing portion of that assis- 
tance would have to be allocated to programs meeting the basic human needs of the 
most disadvantaged. 

We have, then, three options: 

• To set health goals for the developing world on a countiy-by'^country basis 
rather than globally, In collaboration with host countries, through a prapnatic 
assessmant of UJ. interests and potential; 

• To set goals proved attainable by many countries in recent decades, such as an 
mcrease in life expectancy in poor countries of 5 years per decade; 

• To set very ambitious goals symbolizing a m^or new commitment to the health 
of the poor, such as a l^year increase in life expectancy per decade. 

We must emphasise, however, that rapid improvements in health would require a 
concerted effort on an international scale. The low-income countries themselves 
would have the m^^or responsibility for achjeving such improvements; they would 
have to show exceptional discipline and interest in allocating more resources and 
sustaining propammatlc efforts. TTie entire community of donor nations would also 
have to back such an effort, with a program of foreign assistance aimed at meeting 
the basic human needs of poor people. In the event of world consensus on health 
needs, multilateral agenciei would obviously be an important channel of assistance. 

If loW'income countries can sustain a major eflbrtlhannTOi^ continuing the 
essential commitment of their governments and increasing resources, and if donors 
cooperate, the following achievements in health may be possible within the next 
decade: 

• Increase in life expectancy by 5 to 10 yeai^ per decade for those countries with 
average life expectancy at birth less than 60 years; 
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• Reduction in infant mortality by 5 to 10 deaths per 1000 live births per year for 
countries with infant mortality above 50 per 1000 live births; 

• Decrease in death rate in children ages 1-4 by 1 to 3 deaths per lOOO children 
per year in countries with preschool mortality above 6 deaths per 1000 children; 

• Decrease in birth rate by 1 or more live births per 1000 population per year for 
countries with crude birth rates over 25 per 1000 population. 

The following specific service targets designed to equitably extend access of 
health services are illustrative of those attainable by countries willing to make the 
necessary commitment in collaboration with donors: 

® Extension of basic health semces to at least 60 percent of the population in the 
next decade. These services should be appropriate to the economic and social 
conditions of the country, but should include at least health education, immuni' 
zations for common childhood diseaseSs prenatal care and delivery of babies by 
trained personnel^ nutritional surveillance, rehabilitation where needed^ and first 
aid; 

• Expansion of prop^ams for the control of the major communicable diseases for 
which effective^ affordable technology now exists. Immunization for diphtheria, 
whooping coughj tetanus^ polio, and measles should be provided for 80 percent 
of preschool children in each country. Countries which cannot achieve 80 per- 
cent coverage should nevertheless increase coverage by 5 percent per year. Ma- 
laria, schistosomiasis, onchocerciasis^ tuberculosis, and trypanosomiasis control 
or eradication programs should be initiated by 1985 wherever these diseases are 
prevalent; 

• Availability of family planning services, economically and geographically , to 
everyone in the worid by 1990; 

• Provision of household connections to water services to 80 percent of the urban 
population in each interested countiy by 1990, or reduction of the proportion 
without such connections by at least SO percent. Water should be provided to 50 
percent of the rural population in each countty by 1990, or the proportion with- 
out water reduced by at least 30 percent; 

• Quick, effective re^pon^e to disaster and epidemics on a national and inter'„ 

national basis. 

Specific goals for nutrition are perhaps the most difficult to set. Ideally, one 
should specify targets for adequate calorie and protein availability and consumption. 
Improved diet will be a requirement for meeting the proposed health goals, espe- 
cially for reduction of preschool mortality. However* nutrition is dependent on food 
supply and demand policies that are beyond the scope of this study. We therefore 
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recommend that specific food and nutrition goals and targets be set by appropriate 
related studies. 

Integrition of Internationel Hialth Policy and Projicts 

Achievenient of our health goals will require an integrated approach to interna- 
tional health policy and projects. The appropriate degree and nature of this integra- 
tion ihould reflect both individual country and global health problems as well as 
prioritiei that strike a balance among those activities which most affect the health 
status of a country*s population. This balance will require integration across develop- 
mental sectors, within the health sector, geographically within each country, and 
cooperatively among the various countries and agencies collaborating or providing 
aisistance (WHO/UNICEF, February 1975). 

Cross-sectoral integration including the health sector has received relatively little 
attention in international health (Bryant, 1969). Among the many reasons for this, 
three should illustrate the point. First, health activities are difficult to quantify in 
economic terms, and it is oftun simpler to merely ignore their role in economic 
development. Second, the role which health can play in development often eludes 
development planners who have no background in health. Third, the potential inter- 
relationships between different fieldi such as health, agriculture, and education are 
often inadequately understood. 

Internal health-sector integration requires an understanding of the interdepen- 
dence of preventive and curative services (health), human development concerns 
(population and nutrition), and control of the environment (especially sanitation 
and water). In the developing countries, the majority of childhood deaths and dis- 
abilities relates to malnutrition and the consequent poor resistance to infections. 
The subject of nutrition relates to issues of child spacing, family size, and population 
presiure on food supplies (among other factors), Child spacing will normally not 
increase until death rates decrease. Nutrition assistance should not be used as an 
excuse for dumping surplus apicultural commodities, but should be used to pro= 
mote health, It should be coordinated with efforts to stem the Increase in the num- 
ber of mouths to feed. Population efforts should not convey the image of an interest 
in population control; they should be integrated with interests for life and human 
development, 

Geographic integration refers to Integration of efforts in multiple locations and 
JhraM^P^Whe.health syst^ - for example, from rural to village to subnational to 
national sites and from low-skill to mid-skill to high-skill levels. Such integration can 
serve to distribute health resources efficiently and treat patients effectively. It allows 
geographically dispersed training while keeping it system-related, and it avoids Isolat- 
ing workers from the resources and support they may require for their efforts. 

Integi^tion of collaboration and assistance from other countries and agencies can 
prevent duplication or inefficiency among the many donors in the international 
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health field. Perhaps the most powerful tool for improving the integration of assis- 
tance is compiling information about the current status of relevant programs. We 
think it unlikely and probably inappropriate that any one organization should h& 
responsible for coordinating such data collection. However, we believe that some 
descriptive information could decrease failures to integrate donor assistance because 
of a lack of knowledge, and could serve to bring into the open competition between 
agencies or conscious disregard for the activities of one donor agency by another, 

TTierefore, we recommend that the U.S. Government stress integration in its 
international health activities and that it foster donor integration by collecting and 
making available descriptive information on the current status of donor activity. 

Programmatic Aspect of Htalth Assiitanoe 

Health Planning. Traditional concerns of health planning are the allocation of 
resources among health services and the organization of health service delivery sys- 
tems. Although support for these aspects of health planning should be part of U.S, 
development assistance, health planning itself has much broader implications with 
respect to a U,S. inteniational health policy. 

Health and sociodconomic development are closely linked. Obviously one of the 
most important purposes of development is satisfaction of the basic biological 
human needs of the population. Moreover, there is an appealing argument that a 
healthy, well-nourished population, growing at a reasonable rate, is a major asset in 
achieving social and economic development. 

While the general concept of the inten^elationship of health and development is 
clear* the details of this interrelationship are complex and poorly understood. Differ- 
ent development strategieSj with similar impacts on per capita GNP, for examplej 
will have very different impacts on the biolo©cal needi of individuals. Nutritional 
status will depend on food supply^ economic capacity of the consumer, nutrition 
and health status, and proper choices with respect to diet. Food supply and demand 
depend on complex agricultural, commercial, and employment policies In developing 
countries. Family planning decisions are influenced not only by the availability of 
services, but also by a complex set of factors relating to the roles of women and 
children in socletys religious and social beliefs, and the costs of and oppoftunities for 
altemativa ways of organizing the family* Again, a vast complex of social and eco- 
nomic policies affect these conditions in low-income countries, Exposure to disease 
and disaster can also be modified according to the way a society develops infrastnac- 
ture; organif.es agricultural activity; devotes resources to housingj transportation, 
and education; and makes a number of other decisions. 

Historically, development has been accompanied by serious deterioration of the 
human environment and by exposure of populations to new, serious health hazards. 
At the veiy least, the planning of economic development projects should Include 
health components to eniure that such negative aspects are recognized and dealt with. 
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All nations would benefit troni advocates for the basic biological needs of peo- 
ple. Such advocates can suggest that development policies be chosen which are most 
benencia! to health, and that investments be made to improve the health of popula- 
tions. Such investments should not only satisfy human needs, but also contribute to 
societal developmGnt. The United States should strDngly recommend the devel- 
opment of such a health planning capacity to assist developing countries. 

Health planning assistance can take several forms. Overall health-sector assistance 
can be made contingent on reasonable and appropriate health planning. Perhaps a 
more difficult and important step would be for individual donors to coordinate with 
or subordinate their administrative and planning processes to host country planning 
where it is sufficiently comprehensive and sound. Financial and technical assistance 
for health planning is a high priority which requires only modest resources. 

integrated Health Systems. Health-sector assistance must meet the basic human 
needs of the poor whether in rural or urban areas. Integral health delivery systems 
must be institutionalized and investments balanced according to skills and services 
appropriate to host country conditions. 

The basis for such systems Is a widespread network of local workers and facilities 
that are part of the community and that can conveniently provide basic preventive 
and curative services. Secondary and tertiary facilities offer more complex services 
to relatively smaller portions of the population with medical problems that cannot 
be handled alt the community level, and provide managerial and professional support 
to the local workers and faciJities. 

In every country, a well-balanced, integrated health delivery system would in- 
clude a large variety of preventive, diagnostic, and curative health services. Highly 
qualified professionals, including physicians with postdoctoral training in a number 
of specialties, would be included, although the latter should be vastly outnumbered 
by allied health personnel and community health workers. The concept of integrated 
delivery systems should not be oversimplified nor the critical importance of the rela- 
tively few highly skilled workers and high technology aspects underestimated. In 
many countries, however, health delivery systems are inefflcient because too many 
resources are concentrated in providing expensive iervlcei to an economic elite, and 
too few directed to completing coverage of basic low-cost services for the poor. 
Emphasis should be placed on developing systems that foster self-reliance and com- 
mimity participation in heaith rather than dependence on external semces. 

To move toward a comprehensive. Integrated health service delivery system, 
niany countries will require increased understanding ol local needs, greater aware* 
ness of existing knowledge useful to these needs, increased quantities of manpower 
trained at all levels to address local needs, improved facilities and equipment relative 
to locally appropnate patterns of health service delivery, and strengthened organiza- 
tional and managerial capacity to operate an integrated health service delivery system. 
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U.S. Government agencies should continue to improve the quality of their health 
aisistance to developing countries by foitering conditions which reduce the barrieri 
many countries face in establishing intepated health semce delivery systeins. AID 
should sharply increase its overall efforts to strengthen health sen^ice dellveiy sys» 
terns (including population, nutrition, and health components). The Peace Corps 
should increase the number of volunteers in health programs and study ways to 
Improve their effectiveness. The Health Services Administration, the Health Re- 
sources Administration, and other HEW agencies should assume a major role in pro= 
viding technical assistance and managerial support for these programs. Other 
agencies, such as DOD and VA, which operate health service systems in or near 
developing countries, should divilop procedures and mechanisms to gve tichnlcal 
support to those countri^?s. DOD should further emphasize health service deliver 
systems development in civic action programs assisting low-income countries, U.S. 
representatives to appropriate multilateral organizations such as WHO, PAHO, 
IBRD, IDB, ADB, AFDB, UNFPA, and UNICEF should encourage and support their 
participation in strengthening health sen^ice deliveiy systems in developing 
countries. 

U.S. private-sector institutions, particularly PVOs, should also be encouraged to 
support this effort fully. Emphasis by the PVOs on making developing countries 
self-sufficient is particularly important if continuing dependency on charitable assis- 
tance is to be avoided. Therefore, PVOs should seek involvement of the government 
and private institutions in the host countiy. 

Nutrition. The overall development of a^cultural, commercial, industrial, and 
economic policies necessary to deal holistically with the problems of food and nutri- 
tion in developing countries is beyond the scope and charter of this assessment. 
Health propams, especially those which reduce malabsorption of foodj improve 
appetite, or reduce fever, will also directly and strongly affect nutrition. Certain 
interventions, however, which bear directly and exclusively on malnutrition prob- 
lems are part of a health strate^. Among the highest-priority interventioni of this 
type are: 

• Community- or neighborhood-level identification and follow-up of hi^-risk 
children using weight surveillance^ nutrition education, and food supplements; 

• Interventions designed ipeciflcally to reduce iron deficiency anemia and vitamin A 
deficiency; 

• Appropriate technologies primarily for the production of weaning foods and for 
food fortification; 

• Interventions designed to improve maternal nutrition during prepiancy and lac- 
tation and to change deleterious weaning practices, primarily delayed provision 
of solid food and early cessation of breast feeding. 
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We should direct nutrition propams primarily to those countries in which the 
populations are severely malnourished. Indicators such as the perceiitage of the pop- 
ulation under age 5 that is severely malnourished, the average deficiency in calories, 
and the average protein consumption should pinpoint priority countries. We must 
call particular attention to calorie deflciencies in those poupsof the population 
which are most likely to suffer from malnutrition and its adverse affects = children 
under age S and pregnant and lactating women. We must consider the nutrition of 
woricers in terms of their contribution to socioeconomic development, especially 
with regard to the tremendous nutritional requirements of heavy manual labor typi- 
cally required of the poor in low-income countries. 

Food has been provided directly to the needy in low-inconie countries through 
the provisions of P.L 480. Title II provides for pants of food commodities to low- 
income countries. These allotments usually help meet food needs while long-term 
measures for Increasing food production are being implemented. School feeding 
propams under Title II are gradually being replaced by propanis directed at chil- 
dren ages 6-36 months from poor families. This trend should be continued. Title II 
food-for-work programs are important tools for rural income distribution and should 
also be continuad. The Title II program level for FY 1 978 is a modest increase from 
previous years; from a health standpoint, the program should be further increased in 
the next several years. 

Title I of P.L. 480 provides for concessional sales of agricultural commodities. 
The nutritional impact of theie commodities has been discussed extensively in the 
past. In several countries where Title I foods are used to support subsidized con- 
sumption systems for the poorj there is a nutritional impact that is significantly 
beneficial. 

Recently, an exhaustive analysis of priorities for world food and nutrition re- 
s€a_rch (National Academy of Sciencesj 1977) has been published. Th§ recommen- 
dations of that study with respect to the biological aspects of nutrition appear 
generally appropriate and acceptable* TTiey should be evaluated by the OSTP along 
with other affected agencies and recoinmendations for U.S. Government action 
should be prepared. 

We must develop personnel and systems for nutrition interventions in developing 
countries, AID is currently propaming some $50 million per year in this area; it 
appears reasonable to increase this amount sharply. Furthermore, the Peace Corps 
should significantly increase volunteer activity for the purpose of training personnel 
for community- and nei^borhood-level health and nutrition programs. 

Finally, we applaud and encourage the important work in nutrition of private 
voluntary organizations. However, PVOs should place even peater emphasis on 
developing the host country's own capacity to prevent malnutrition. 
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Family Planning. For many families, family planning services satisfy a perceived 
need to modify and control fertility. Especially when used in corijunction with a 
coinpreheniive family health program, they may have profound effects, greatly 
reducing the risk of death and disease for both mothers and children (Figure 1 2). 
Moreover, the niacroeconomic effects of reduced fertility and the resultant reduced 
population growth rate are enormous and well known. With improvementi in meet- 
ing basic human needs, one may expect increased demands for family planning 
services, 

nie population program has become increasingly important within the overall 
foreign assistance program. In terms of both budget and impact. This trend should 
continue. However, we must use care in interpreting the budgetary history of the 
popuJation program. A portion of this budget has been spent on activities that could 
more properly be classified as health planning or development of integrated health 
delivery systems. A revised and improved accounting system is desirable, for only 
with improved information can managers estimate budget levels appropriate for 
family planning activity within a health assistance program. 

The sensitivity of the population and family planning issue in many countries, 
including the United States, must also be recognized and accommodated. U.S. offi- 
cials should be strictly enjoined from violating policies in any host country and from 
taking imprudent public positions on population and family planning matters. 

Population programs for countries with the most severe population problems 
should receive highest priority. Factors to be taken into account Include maternal 
and child mortality, rate of population growth, and population density. While the 
total funding for population activities will generally be greatest in the largest coun- 
tries, per capita assistance should vary with the severity of population problems. 

U.S. funds are occasionally used to support the direct provision of voluntary 
family planning services through single-purpose organizations in low-income coun- 
tries. Such services are typically provided through private, nonprofit organizations. 
These programs should be continued only where they are likely to lead to self- 
sufficient programs in the host country. 

Biomedical, demographic, and operations research is of continuing importance 
to the population prograni. Most of the biomedical research on human reproduction 
in tlie United States is performed for domestic purposes, but its results are of great 
importance for developing countries as welL AID conducts a relatively modest bio- 
nnedical research program in family planning^ with emphasis on topics of special 
applicability to low-income countries. Thin research should be continued. AID also 
supports demographic research by the Bureau of the Census, the National Center for 
Health Statistics, the Center for Disease Control, and various contractors. This effort 
sliould be continued, but directed more specifically toward developing more com- 
plete and detailed demographic data to permit accurate estimates of the demo- 
graphic impact of various prog^-ams. Operations research should be sharply expanded. 
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Figure 12, Safe Landmarks for Human ReproduetlDn 
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AID has been strongly involved in the supply of commodities for family plan- 
ning itrvicei in low-income countries. This activity has had the largely beneficial 
effect of establishing a mass market for these commoditiei, allowing theni to be 
provided at low cost. Increasing care must be taken, however^ to ensure that recipi- 
ent countries develop the capacity to provide the conimodities needed for their 
populations, thereby forestalling permanent dependency on U J. support. 

The major emphasis has been on developing such capacity through public health 
service delivery systems, including training of personnel in family planning skills, 
preparation of educational materials, investment in management and oriani^ational 
systems, and, to some extent, construction and equipment of facilities for the pro- 
vision of family planning services. Strong emphasis on these activities should be 
continued by AID, UNFPA, IBRD, and others. However, vertical organization in 
population programs will also be important. Experience has shown that private- 
sector systems without foreign donor support are often as effective in distributing 
family planning services as public medical systems receiving foreign asiistance, TTie 
initial results of AID support for expansion of privatMector activities have been 
very promising. Therefore, AID should move more actively to promote family plan- 
ning programs in the private sector in developing countries, and U,S. representativei 
to multilateral agencies should advocate similar policies. 

Environmental Sanitation. Potable water is so basic a human need that we often 
take it for granted. The very high rates of gastrointestinal and skin diseaias m many 
developing countries are largely due to the lack of adequate water for personal use. 
Similarly, adequate disposal of wastes, especially human waste^ contributas greatly 
to the reduction of many communicable diseases. Improvements in household sani- 
tation facilities must be accompanied by health education to help foster the behav« 
ioral changes required for good hygiene. Environmental sanitation pro^anis also 
include activities In solid waste disposal, food sanitation, and other areas. 

The U.N, World Water Conference testified to the importance accorded by the 
worid community to these services, A huge investment will be required in the next 
few decades to develop the physical infrastructure required for water and sanitation 
needs of developing countries. The bulk of this investrnent must come from the 
low-income countries themselves. 

Primary responsibility for financial assistance to developing countries for con- 
struction of urban aqueducts and sewerage has been delegated to the IFls, most 
importantly, the World Bank. Investment in public works for urban areas is of high 
social and economic priority. It should be handled with extreme managerial and 
financial responsibility and is, therefore, ideally suited for international banking 
procedures and skills. UJ. representatives should continue to encourage the IFIi to 
take a major role in this activity. 

Delivery of water to rural communities, construction of latrines, and other pub- 
lic health environmental sanitation propams present quite a different situation. The 
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health benefits of such progranis are undaniably great. However, such programs are 
extremely difficult to administer in low-Income countries due to the large number of 
geographically dispersed facilities. Probably the most serious problem in ruraJ sanita- 
tion is administration and provision of adequate maintenance. 

Financing of rural environmental sanitation in developing countries has been 
dependent on concessional foreign support. Because these services are so important 
to heahh, AID should increase fmancing for rural environmental sanitation projects; 
DOD should emphasize these projects in civic action propams in developing coun- 
tries; and the Peace Coi7)s should expand use of PCVs in training managerial person- 
nel for development, maintenance, and operation of rural environmental sanitation 
facilities, and provide volunteers for such functions until host country nationals can 
be trained. 

There Is also a significant need for operational research activities in this area. The 
relative health impacts of different types of service are not clearly understood. For 
example, the cost of a household connection is considerably greater than the cost of 
a standpipe in the yard, or of one standpipe delivering water to several households. 
Yet there Is no quantitative information on how the greater distance to the service 
affects health or on the effects of intervening variables such as climate. Only AID is 
likely to be able to develop a research program dealing with such topics; conse- 
quently, AID should finance an expanded program in this area. 

Environmental service programs should generally be programed according to 
cost-effectiveness criteria. Designs of systems for specific localities will provide ^od 
estimates of costs. Epidemiological data on the frequency of gastrointestinal disease 
provide a good indication of potential effectiveness. While the threat of epidemics of 
typhoid and cholera in large urban areas suggests a high priority for urban systems, 
cost-effectiveness ratios provide a good rationale for selecting rural proffams. Prior- 
ity should also be given to rural sanitation programs where they can be coordinated 
with integrated systems for delivery of health services. 

Communicible Disease Control. Historically, the greatest successes in public 
health have been in the control of communicable diseases. There are simple, inex- 
pensive preventive measures aimed at controlling vectors, preventing transmission, 
and creating immunity for many infectious diseases. The near-eradication of small- 
pox, which is confidantly expected to be completely eliminated in the near future, 
marks one of mankind's greatest achievementi. TTie success of the International cam- 
paign against malaria cannot be denied either, although overconfidence stemming 
from this success is probably largely reiponsible for the dangerous resurgence of the 
disease in recent years. ^ 

We must accord priority for support of activities to control communicable dis- 
ease to those repons and countries most seriously threatened. High incidence and 
prevalance of a disease are, of course, direct indications of high priority. Similarly, 
high priority exists where there is a stroni potential for rapid increase of disease 
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incidence, as when major changes in the environment create conditions appropriate 
to spreading disease, or where control efforts are threatened or inteirupted and a 
relapse to previous high levels of prevalence is possible. 

We also stress the importance of a good international system of epidemiological 
surveillance. The United States should encourage the improvement of this system. 
However, the United States should not accept the responsibility for communicable 
disease control in any low-income country. Extreme diligence must be used to 
ensure that foreign donor efforts are directed at creating a self-sufficient capacity in 
the host country for dealing with long'term communicable disease controL 

Many important communicable disease control efforts can be effectively man- 
aged through integrated health deliver systems. Recent resolutions of the World 
Health Assembly stress the vital importance of increasing coverage of immunization 
services. The foreign assistance program should aid In this effort by strengthening 
immunization services in both existing and new Intep^ated health deliver systems^ 
by assisting in the development of mass immunization programs where they are 
appropriate, and by supporting research and development. Of particular concern is 
the development of a more stable vaccine for measles^ since the necessity of refriger- 
ating current vaccines causes peat problems, especially in Africa where measles Is a 
very significant cause of mortality. 

The principal responsibility for financing U.S. participation in immunization 
programs and other tropical disease control measures wUl rest with AID. TTie Center 
for Disease Control should also play a major role in providing technical support for 
disease control activities. Private-sector agencies and the American public health 
community should be encouraged to participate. The Peace Corps can play an 
important role in providing profession^ly trained volunteer to train host country 
workers in immunization techniques and in program management, as well as in 
giving temporary assistance until host country nationals can be trained to staff these 
programs. Cooperation between AID, HEW, CDCp and the Peace Corps is strongly 
encouraged for development of self-sufficiency in low-income countries for the im- 
plementation of immunization propams. 

WHO and UNDP have recently called for a major program of tropical disease 
research focusing on malaria, leishmaniasiSi trypanosomlasiSj fllariasis (Including 
onchocerciasis), leprosy, and schistosomiasis. U.S. participation in this program is 
discussed in Chapter 6. TOe United States should also immediately support appro- 
priate efforts to control these diseases using available technology^ and prepare to 
increase support for control activities as improved technology becomes available 
through the expanded research program* 

International organizations should be encouraged to cooperate In a continuing 
and expanding effort to control tropical diseases. Particular attention should be paid 
to ensuring that infrastmcture projects do not have adverse environmenta] effects 
causing increased incidence of tropical diseases, and to supporting campaigns such as 
those currently underway in Africa againit onchocerciasis and trypanosomiasis that 
may have major economic developmental benefits. 
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Medical Disaster Relief. The AID Office of Foreign Disaster Assistance (OFDA) 
' organizes and funds U.S. relief efforts in foreign countries after major disasters. This 
relief is not limited to developing countries. Much of it is in the fonn of emergency 
medical services, food, water, and shelter directed at meeting basic biological needs 
during acute crises, OFDA also assists In planning to avert the effects of disasters. 

We should continue the foreign disaster relief program. Full use should be made 
of the resources of the govemmentj including continued and expanded participation 
by DOD, NSF, HEW, NASA, EPA, and other agencies that have special capabilities 
in this area* 

Besides providing disaster relief services, the program should help develop disas- 
ter prevention and disaster preparedness capabilities in developing countries. Strong 
emphasis should be placed on providing support in high technology areas where the 
United States has a comparative advantage, such as disaster surveillance and crisis 
management technology. Research and development should focus on identifying the 
physiological needs created by different types of disasters, the services appropriate, 
to those needSi and the optimum interrelationship of disaster relief and reconstruc- 
tion activities. 

We should direct continued attention to coordination to ensure that the goods 
and services provided are relevant and useful. This is particularly important if we are 
to take full advantage of the valuable semces of private voluntary organizations. We 
must provide medical supplies appropriate to the specific requirements of the disas- 
ter and packaged in the most useful way. Food, water, and shelter should be alio- 
cated in appropriate quantities. Resources must be distributed according to needs 
and not clustered in areas of relatively easy access. 

We must also ensure that seirices are suitable to the cultural milieu and social 
organization of a countiy. A large influx of personnel unfamiliar with a country, 
armed with high technology and relatively large resourceSj has great potential for 
good, but can also be disruptive to traditional peoples and existing social structures. 

Finally^ disaster relief in developing countries should be integrated with the 
long-term program of development assistance. Major infrastructure reconstruction 
projects can have a long-term impact on development policy. Even immediate post- 
disaster relief efforts can have a salutory effect on development by setting prece- 
dents for teamwork and concern for all according to need. 

Difficulties of Implimtnting International Health Policy 
and Programs 

As we have seen, the international health assistance program is yery complex in 
the number and variety of activities undertaken. TTie multiplicity of donor agencies, 
working in 50 or more low-income countries, is itself sufficient to cause serious 
coordination problems. Bangladesh, for example, is rumored to have more than 150 
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foreign govirnmental, inuUilateral, and private agencies providing health-sector assis- 
tanca. Past inadequacies suggest some specific areas where constraints to effective 
program implementation exist. 

Clarity and Explicitness of Policy. U.S. Government agencies involved in inter- 
national health assistance generally have adequate understanding of the policy in- 
volved. Howevers in specific areas^ there may be exceptions to this rule. Overall 
policy on tropical disease research (see Chapter 6) is one example. The World Bank 
is another example. At present, World Bank policy recommends involvement m 
nutrition and population prop-ams and Intepation of health in development and 
integrated social service proe-ams, but excludes direct support of health service 
delivery system development. U.S. representatives to IBRD should request reexami- 
nation of this policy and encourage IBRD support for all aspects of health services 
within a basic human needs approach to development. SimUarly, the U.S. repre- 
sentatives in all IFIs should encourage those agencies to develop comprehensive 
international health assistance policies. 

Agency Responsibiliry and Authority. TTie responsibility and authority of AID 
and the Peace Corps in health-sector assistance are clearly and appropriately defined. 
The assigned role of the Department of State is also clear. Domestic health agencies 
should accept more responiibillty for technical support for international health assis- 
tance programs than they have In recent yeai^. Particular attention should be pven 
to increasing the authority of CDC and HSA in international health assistance. 

Staffing and PersonnaL There is a pave problem In staffing health assistance 
proffams. Middle- and sanior-level positions in these programs require personnel 
with high levels and unusual combinations of skills, including professional pubUc 
health knowledge, diplomatic ability, foreigi language fluency^ and strong mana- 
gerial skills. The latter is in especially critical supply within AID. For relatively long 
periodSj such positions have been unfilled or staffed by only partially qualified pro- 
fessionals. Consequently, agencies have tended to delegate unportant functions to 
short-term consultantSi many of whom produce less than optimal work because of 
the circumstancei in which they are placed. A major effort should be made to im- 
prove personnel procedures for staffing international health assistance propams. 

Table 15 shows the situation at AID. At the time of the analysis, more than 10 
percent of positions ware vacant and rou^y two-thirds of the health staff was in 
the Washington headquarters. Moreover, the staff was divided into three separate 
propam areas and three separate personnel systems. Finally, technical responsibility 
for health, 1 of AID's 3 major programs, was vested in less than 200 professional 
staff positions, or approximately 3.5 percent of the agency staff. 

Information. Lack of information or institutional memory is another major 
problem in the development and management of international health assistance pro- 
grams. TTiis is due partly to inadequate health information systems in low-income 
countries. However, lack of communication of information and loss of information 
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batwiin different U.S. Government agencies is also a ierious problem. TTie resultant 
duplication of effort in obtaining information is characterized by large numbers of 
relatively superficial consulting reports covering similar material. As one passes from 
communication of information between different agencies of the U.S. Government 
to that between the United States and multilateral agencies, the situation worsens. 
At both levels, we need more adequate sharing, storage, and retrieval of health assis- 
tance information. This study, a fii^t in government of this scope and magnitude, 
was especially difficult to complete because there simply was no single point of 
information to rely on. 

Table 15. Distribution of AID Staff and Field Personnal 



Stiff Celling Positions Vacanaiei 



Wishington: 

Health _ . 33 3 

Population 68 12 

Nutrition 13 2 

Total , , 114 17 

Field: 

Health 28 6 

Population 33 

Nutrition 2 

Total 63 6 



•On loan thrQugh difftrtnt administrative arrangementi but tMciudlng pfogrirnmatle contract pfFsonniL 

Budgets. To a large axtint, international health assistanca expenditurei have 
followed political dictates rather than humanitarian concems. We suggest that a 
larger portion of the total assistance budget be allotted according to technical judg- 
ments as to the priority of physiolopcal needs and the cost-effectiveness of pro- 
ffsms to meet those needs. Both AID and the Peace Corps appear to have directed 
efforts more to countries with p-eater absorptive capacity than to those with greater 
need. To reverse this process, collaborative programing should be considered for 
some countries to improve the utilization of human and financial resources. Such 
collaboration could improve the Peace Coip's ability in health project desipi and 
evaluation and AID*i ability to accurately identify rural health needs and monitor 
on-going projects. TTiese internal improvements in U.S. foreign assistance deliveiy 
would in turn Improve the absorptive capacity of the host countiy through institu- 
tional and prop'ammatic changes in its health systems. 

U.N, Policy and International Health. U.S. policy for support of U.N, agencies 
should be reevaluated. Cuirently, the U.S. policy is to fund 25 percent of the bud- 
gets of these organizations and to oppose rapid budget increases. A more informed 
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approach would be to fund an average of 25 percent of all expenditures and support 
bitter programi more fully, thus allowing them to grow more rapidly. Under WHO s 
present policy, 60 percent of its budget is directed to the needs of developing coun- 
tries. U.S. representatives should continue to support this policy as well as the prac» 
tice of separating developmental health assistance budgets from "regular" budgets in 
deciding on priorities. 

As part of its charter, WHO is responiible for and has been providing assistance 
to member states. Nonetheless, specific identification and review of WHO, UNICEF, 
FAO, and UNDP health assistance activities in light of U.S. assistance plans should 
be beneflcial. At a minimum, a crosscut analysis of U.N. health-related costs would 
elicit valuable budget planning information for both the United Nations and the 
United States. 

Budgetary categories within the health-sector assistance program should be re- 
vised, and expenditures should be accounted for by actual function (for example, 
improving integrated health service delivery) rather than purpose (health, nutrition, 
or population). 

Certain funds allocated to international health tend to have a strong multiplier 
effect. Funds channelled through multilateral agencies are generally combined with 
larger amounts from other donor countries. Insofar as the United States influences 
these funds by its vote or prestige and agrees with the orientation of the agency, 
such funding channels are to be preferred. 

Managerial Capacity. The problems in staffing, information, and other areas 
mentioned above obviously interfere to some extent with the managerial capacity of 
international health assistance agencies. It is also the case that managerial systems 
are sometimes inadequate. TTie long lead times and extensive documentation re- 
quired to develop a project are of particular concem. We need to streamlina and 
improve management capability in order to improve the effectiveness and efflclency 
of international health policy and propam implementation. A flrat step would be 
the development of a personnel policy which intep-ated policy and administrative 
personnel with the medical and public health technicians now in overabundance in 
the Federal Government and international institutions.* 

The management of health assistance programs should ensure maximum impact 
per dollar spent. We have already recommended that accounting reflect actual func» 
tion rather than the puiported purpose of obligations and expenditures. ITie time 
delay and complexity Involved in measuring the impact of health programs all but 
exclude the possibility of impact evaluation. Consequently, management of health^ 
sector programs must now rely principally on evaluation of service delivery and 
quality. Further operational research should be undertaken to improve impact 
evaluation. 



*At presant, for exampli, thtri is not ont profe^ional public adminliiratof hgading any international htalth 
prograiii in the Federal Government 
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Finally, technical management of the health program will be improved by con- 
solidating currently separate functional bureaucracies for health, nutrition, popula- 
tion, environmental sanitation, communicable disease control, and disaster relief 

The Need for Public Support. Although support for health assistance programs 
has been growing rapidly over the last decade, constituencies for these programs in 
the United States have not made their influence felt fully. Therefore, we call for 
more complete understanding of the issues and the importance of international 
health activities on the part of the public and many specific groups. The private sec- 
tor and the Executive Branch should enlist public support for improved interna- 
tional health assistance progranii. 

Some Suggeitions for Inttrnitional Health Through Davalopment 
Assistanci Channels 

In this chapter, we have seen how international health, development, and U.S. 
foreign assistance are interrelated and the importance of understanding this relation- 
ship. It is evident that principles and goals in health assistance and actual health 
assistance programs are not always congruent, and that much remains to be done to 
Improve U.S. participation in such activities. TTie following paragraphs suggest a few 
initiatives for meeting basic human health needs through foreign assistance channels. 

Coordination of Health-Sector Activities. For the last decade or more there has 
been a growing international consensus that overall coordination of health-sector 
activities should be based on implementation of coordinated host country policies 
and plans. However, experience has shown that host countries do not always possess 
the technical and political ability to develop and implement such plans, and that 
donor ageucies often demand special treatment from host countries. 

In view of these negative experiences, the United States should call for a coordi- 
nated policy for health-sector development from the international community. We 
recommend a 10-year program for the 1980s involving increased support for health 
from donor nations and multilateral agencies and increased dedication to basic 
human health needs by low^income countries. 

Research and Training Centers* TTie United States should initiate the creation of 
foreign-based research and training centers to Increase the capacity of local govern- 
ments to meet their own health nerds. We should coordinate the establishment of 
such centers through the forum ol appropriate multilateral organizations to which 
we belong, and seek the participation of these organizations in preparing for that 
establishment. 

In the field of health planning, the centers would undertake research and devel- 
opment of planning methods and processes and work to clarify and quantify inter* 
relationships between health and development. They would train planners for such 
analysis and decision making and provide technical assistance for organizing and 
mana^g national planning for biological human needs. 
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In the area of Integrated health delivery systemi, these centers would provide 
consultation and technical assistance to low-income countries; seire as information 
repositories and sources; conduct operational research on health service delivery ; and 
train personnel for the planning^ evaluation, and management of health service 
systems, 

Health Industries. Provision of goods and supplies for medical services within 
delivery systems desems particular attention. Although the UJ. phamiaceutical and 
medical supply induitries have received considerable criticism in recent years, they 
have been enormously successful in developing appropriate products and making 
them available to low-income countries. A number of studies have indicated the high 
value placed on simple pharmaceuticals by poor people in these countries. The 
strength of this industry should be built upon, As discussed in Chapter 5, studies 
should be conducted to determine how best to provide health industries with in- 
centives for investing in countries where health goods and services are needed and 
eliminate deterrents to such investment. The importance of wise use of this health 
resource for the improvement of health conditions internationally should not be 
underestimated. 

Technical Assistance. Finally, we recommend that technical assistance in health 
be made better by: 

• Improving the coordination between U.S. and U.N. efforts in international 
health; 

• Increasing and up^ading AID and Peace Corps professional staff involved in 
developing, manapng, and evaluating health and health-related programs; 

• Mobilizing the technical capacity of the U.S, Public Health Service to provide 
assistance to developing countries through the foreign assistance program begin- 
ning with Inclusion of HEW in the Development Coordinating Committee; also 
specifying HEW responsibility in this area through legislation; 

• Encourapng developing countries and U.S.-based multinational firms in health^ 
related industries to facilitate the transfer of commercial health technology; 

• Including health technology in the charter of the Appropriate Technology 
Institute; 

• Enhancing the role of research and development in U,S. health assistance to 
developing countries* 

• Strengthening and streamlining the Federal statutes which authorize efforts in 
intemational health; 

• Recruiting professional managers skilled in the most up-to-date techniques of 
management systems, policy planning, and administration. 
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Health Manpower For International Health 
Programs 

Health rninpower is a common donorninator of all International health activity* 
Today, health manpower problems are viewed as a major obstacle to the develops 
ment of health len^lces throughout the world (World Health Organization, 1976). 
Whatever the physical structure of the health systern, patterns of health service deliv- 
ery reneet the beliefs and practices of the health manpower employed In the syitem. 
Proper training and use of health manpower therefore can be the most effective way 
of achieving health systems goals. 

The international health manpower pool includes all foreign nationals working in 
foreign health systems and any person engaged in health-related activity which in- 
volves more than one country. It is also composed of IJ*S. nationali and foreign na> 
tionals working in the United States or abroad , either in government or the private 
sector. These individuals may be health care providers^ biomedical and systems re- 
searchers, educators, trainers, public health workers, planners, administrators, ana- 
lystSj and technicians. They are involved in preventive and curative activities, human 
development concerns (population and nutrition), and control of the environment 
(for example, vector control, sanitation, and water). 

International health manpower training consists of any activity to develop or 
maintain the competency of such individuals for intemational health-related service. 
Training activities include degree or certificate programi that provide basic^ ad- 
vanced, or specialized knowledge or skills, on-the-job training programs, training 
exchange programs, and continuing education. 

The major role which the United States plays in inteniational health manpower 
stems from our knowledge and skills in the biomedical sciencei, health professions 
education, health management, and administration. Our international health man- 
power policy should build on this resource and on the American genius for volun- 
tary action and pluralistic solutions to problems. However, these strengths demand 
cooperation among all sources of health manpower activity in the United States, 
including government agencies, academic institutions, and the private sector. In addi- 
tion, a realistic, effective approach to the resolution of health manpower problems 
calls for wise and careful planning at the hi^est level of government to ensure pro- 
ductive relationships among the United States, other governments, and intemational 
agencies. 

In this chapter, we shall examine U.S* Government use and training of interna- 
tional health manpower, the role of U.S. health professions schools, the problem of 
health manpower mipation, and international health rrianpower needs. A final sec- 
tion is devoted to recommendationi for a comprehensive U J. inteniational health 
manpower policy. 
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U.S. Government Usa and Training of International 
Health Manpower 

At present, the U.S. Government employs over 2,000 fulNtime equivalent per- 
sonnel in its major agencies concerned with international health activities. It also 
trains over 2,200 foreign health profesiionals representing over 75 projects in at least 
37 foreign countries. It annually assigns at least 100 expert consultants in interna- 
tional health. TTie principal U J. Government agencies involved in international 
health activities are the Peace Corps; the Agency for International Development; the 
Department of Health, Education, and Welfare; and the Department of Defense, 

The Peace Corps. The Peace Corps constitutes one of the largest manpower pools 
available for international health activities. Currently, over 1,700 Peace Corps health 
volunteers are active in over 43 countries in Africa, Latin America, and Asia. Table 
16 shows the distribution of these volunteers by job and skill categories. 

With appropriate training and supervision. Peace Corps volunteers who do not 
possess a background in one of the health professions can be employed in health 
programs. Many of these volunteers, as a result of their Peace Co^s experience, elect 
to continue in health careers, thereby enlarging the health manpower pool in the 
United States. 

Table 16. Conoentratlon of Peace Corps Trainees' Skills In Health 
Jobs, 1970-7S (by Peroent) 



Skill Citegory 



Job Cat^ry 


Nursei 


Other Health 
Profesiionals 


General 
Baehelor 
Degrm 


Bjo- 
soientifio 
Per^nnel 


Othir 


Total 


Health Services ; . . . . 


30 


24 


23 


13 


10 


100 


Hialth Triining . . . / 


60 


23 


7 


3 


7 


100 


Child Health . . . . _ 


6 


26 


52 


6 


11 


100 


Nutrition 


1 


22 


64 


2 


11 


100 


DIsaaie Control , , . . 


_ 4 


5 


34 


42 


IS 


100 


Sanitation 


0 


8 


66 


14 


12 


100 


Ail Health 


24 


19 


31 


15 


11 


100 


Total Number . . . 


. . 411 


321 


544 


256 


187 




(Fin Rite)* , . _ 


. . (84) 


(55) 


(85) 


(87) 


(Not 














Available) 





*Tht Fjjj Rate is the pircintsg© of country rtquetts for ptfionnil with e cirtaln iklll that li actually mtt 
Source: PCV Master File, 
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U.S. Agency for International Development. The U.S. Agency for Inteniational 
Development ernploys 216 professional staff in health, populatioiu and nutrition. In 
1968 AID classified 510 of its employees as health workers. As of June 1976, this 
number had fallen to 129, Almost 80 percent of all AID penoniiel were in prograni 
management, administration, accounting and budgeting, and coiitract procurement 
and financial analysis; only 3 percent were in health and medicine. 

A recent draft report on AID organization noted that AID has no training strat= 
egy and that training is not linked to career development. This draft report also 
noted that many of the new skill requirements are teclinlGal and reconimended that, 
without exception, every management position in AID should be reserved for rota- 
tional assignment, 

AID has been much more active in training foreign nationals. It spends over S14 
million annually to train more than 1,000 health professionals from developing 
countries. Most of this training takes place in the United States. Wthin developing 
countries, AID prepares large numbers of people for work in local health delivery 
programs. In 1977, there were 75 such training projects in 37 countries, 5 of which 
were re^onally based (4 in Africa and 1 in Latin America). The current emphasis in 
these projects is the development of mid^level health manpower to meet the needs of 
rural health delivery systems. 

Finally, AID employs expert consultants for its headquarters and field projects. 
AID provides funds to the American Public Health Association (APHA) to identify 
and contractually employ consultants for these projects. Under this arrangement, 
APHA maintains a roster of over IjOOO expert consultants according to their respec- 
tive skills, aptitudesj and eKperience. So far, about 300 consultants have served on 
projects in over 50 developing countries. About $200,000 in direct consultant costs 
were incurred in 1 976* 

Department of Health, Education, and Welfare. The Department of Health, Edu- 
cation, and Welfare employs about 321 fuU-tirae employees and 280 fulHiine equiv- 
alent employees in intemational health activities. The most active branches for such 
activity in HEW are the Center for Disease Control^ the National Institutes of 
Health, and the Offlce of Intemational Health, 

CDC employs the equivalent of 150 full-time persons working in international 
health. It has provided technical direction and personnel for disease eradication pro- 
pams, most notably the worldwidu smallpox eradication program and the measles 
and smallpox eradication program in West Africa, both stellar successes in interna- 
tional health. Each year, CDC also provides training at its own facilities in specific 
areas of its expertise for about 600 students from 90 countries, and it presents 
courses and workshops in host countries under the sponsorship of PAHO and WHO. 
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NIH has been concemed primarily with the exchange of scholars in biomedical 
research activities* One notable success has been the U.S,-Soviet Science Exchange 
PfOgrain. In recent yean, however, HEW has de-emphasized international health in 
its research training programs. NIH no longer provides intemational health training 
grants^ and there is only minimal involvement of researchers from many parts of the 
developing world. 

Between 1957 and 1969, NIH made 91 awards totaling $3,306,000 to foreipi 
institutions to support U.S. nationals in international health training activity. TTie 
Mational Center for Health Services Research of HRA funded $2 iniUlon in 1975 for 
47 pravioualy initiated traineeships and fellowihlps in health services research, but is 
not currently permitted to fund any new starts in this research field. In general, the 
involvament of technical professionals in U.S. Government intemational health 
activities has decreased since 1968. 

The John E. Fogarty Intemational Center of NIH operates four major programs 
fDrforei^ health scientists (see Table 17). Since 1958, almost 1,600 fellowships 
have bacn awarded in the Visiting Fellows Program: 877 from Europe, 280 from 
Latin America, 320 from Southeast Asia and the Far East, 40 from South Africa, 1 
fronri Ni^ria* 73 from Israel, and 2 from Lebanon. TOe Fogarty Center also pro- 
cesses applications (478 in 1975) for UJ. training of intemational health profes- 
sionals (from 77 countriei in 1975). Some of these health professionals receive 
financial support from WHO, U,N. agencies, the U.S. Department of State Cultural 
Exchange Pro^anis and private foundations and voluntary agencies such as the 
China Wedical Board and the Institute of International Education; others are self- 
financed, sponsored by their govemments, or refeired by other Federal agencies. 



ImMm 17. Programs of John i. Pogarty Intemational Canter for 
Advanced Study In tha Health Selanoea 





Program 


Aniount 




1&7B , . , . . 


^ , , Schalirs-in-Risldence 


S 210,867 


14 Foreign 


1978 ..... 


. . . RiSiarch Exchange 


717,114 


42 Ameriaani 


1976 . . . , . 


, , . Risaarch EKchenge 


1,610,000 


139 Foreign 


1975 . .... 


, . . Visiting Fillows 


6J78,288 


625 (48 countriei) 



S>uWJ Fogirty International Cantir^ John E. 1i7i. NIH Annus! Report of Intirnationil AgtlvltiBs« FImI 
Yw 1975. Washlnfltsn, D,Cj U,S. Govirnment Printing Office. 



Tlia Office of Intemational Health in the Office of the Surgaon Ginaral identi- 
fies U*S. haalth manpower for short- and long-tenn assignments with international 
organlMtlons (about 275 from govirnment and 1 00 from outside govenimant per 
year), with AID (about 3 to 4 peisons per week)^ and with other nongovenimental 
Organizations such as the World Bank (about 2 persons per month), 

24:j 
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The National Research Act. In 1974, Congress passed the National Research Act 
(P.L, 93-348). TTie Act directed the Secretary of Health, Education, and Welfare to 
"•arrange for the conduct of a continuing study to establish (1 ) the Nation^s overall 
need for biomedical and behavioral research perionnelj (2) the subact areas . . . and 
the number of such personnel needed in each such area, and (3) the kinds and extent 
of training which should be provided such personneL" The Act went on to direct 
that the study: assess cumnt training propams for these personnel in NIH and 
ADAMHA, and other training propams for such personnel; identify the reiearch 
positions available to and held by persons completing these prop-ami; determine 
whether programs other than those in NIH and ADAMHA could meet estimated 
needs; and determine what modifications should be made in all programs to meet 
the Nation's overall needs. 

NAS was commissioned to undertake this continuing study. Its findings indicate 
that the U.S. supply of biomedical and behavioral scientists is sufficient to satisfy 
the U.S. market for their services (which includes jobs in international health al- 
though these are not specifically identified in the study). The study results also 
imply a need for a small increase (10 percent) in clinical science poitdoctoral train- 
ing and for reestablishment of HEW's former role in training health services 
researchers. 

The Department of Defense. TTie Department of Defense administers overseas 
medical laboratories in eight countries throughout the world. These laboratories 
make a valuable contribution to the training of local health manpower. In FY 1977, 
DOD oveneas laboratories employed some 900 foreign nationals. 

Section 54 of the International Security Assistance and Arms Control Act of 
1976 (P*L. 94-329) provides for international military education and training of 
foreign nationals by DOD. In FY 1977, the United States provided education and 
training to 5,000 foreipi nationals from 45 countries at a cost of $30 million. Out of 
these 5,000 trainees, however, only 146 from 22 countries received training in 
health (see Table 18). Most of this training was providedl to militaiy personnel from 
developing countries. It covered a wide range of subjecti from basic environmental 
health to biomedical x-ray equipment maintenance. 

Since the capacity of the U.S. mUitaity to train health personnel Is well estab- 
lished, the cost of expanding health training programs for foreign nationals is small. 
The Army estimates that the tropical medicine course offered each year at the 
Walter Reed Army Institute of Research could accommodate ieveral foreipi nation- 
als from developing countries at virtually no additional cost. This can be accom- 
plished under existing lepslative authorities. Redirection and expansion of our 
security assistance propams to emphasize health care training has the potential for 
becoming one of our nation's most valuable and longest reniembered types of mili- 
tary assistance. 
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Table 18. Numbsr of Foreign Nationals in Health by DOD, FY 1977 



Country Army Navy Air ForGi 



Thailand T 1 

Indonasia 5 1 

Taiwan 1 

IVIaldysia ^ . ^ 1 

Egypt 1 

Jordan 4 

Saudi Arabia 34 5 

Iran 4 2 2 

Pakistan 1 i 

Greece 1 

France .......................... 1 

West dirmany 2 

Netherlands . . 1 

Denmark ........................ 1 

Uberia _ _ 2 

Nigeria ...... 55 

Ethiopia . . . _ _ _ _ 2 3 

Ghana 1 

Uruguay ......................... 6 

Venezuela 1 1 

Australia l 

Canada 2 2 

Totals ........................ 123 17 6 



U.S. Schools and International Health Manpower 

The davelopment of intemational health manpower training has been priniarily 
an American and British enterprise. For many years the famous London School of 
Hygiene has trained international health workersj particularly those engaged in pub- 
lic health activities in the tropics. However, from the beginning of this centiiry the 
Rockefeller Foundation has had a profound impact upon the training of interna- 
tional health workers. Tliese workers have been trained primarily in U.S. schools of 
public health, besnning with Johns Hopkins University and Harvard University. 
Prom a very early period the tropical medicine program at Tulane University also 
constituted a major focus for the training of International health manpoweri particu- 
larly in biomedical research skills and epidemiologic field research. 

More recently^ the University of Hawaii has developed an innovative approach 
for rapidly training mid-level and community-level workers, the key health man- 
power bottleneck In developing countries. 
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Following World War II many foreign nationals were trained at U.S, health pro- 
tessions schools to administer and staff the various ministries of health around the 
world. In virtually every country of the world there are graduates and trainees of 
U.S, health professions schools. The same is true of the international health agencies 
such as WHO and PAHO. 

Today, although there is great interest in the United States and abroad in involv- 
ing U.S. health professions schools in international health activities, there is no syste- 
matic effort to assess the international involvements of such schools. During the 
1960s, government agencies and private foundations were more willing than they are 
now to fund international health manpower activity in U.S. schools, including the 
compilation of statistics on such involvement. But interest declined in the early 
1970s, and no recent information exists other than that which is anecdotal or 
informal 

The most recent statistics on the international activities of U.S. medical schools 
come from a survey published in 1969 by the Division of International Medical Edu- 
cation of the Association of American Medical Colleges. Fifty^-one of the 88 medical 
schools in the United States at the time were questioned about their intemational 
health activities. Of those questioned, 37 UM. schools reported activities in 59 coun- 
tries: 31 schools in 26 Latin American countries, 9 schools in 10 African countries, 
18 schools in 1.7 countries in South and East Asia, and 6 schools in 6 Middle East 
countries. 

This study was one of the activities GOnducted under funding from AID, the 
CommonweElth Foundation, the Rockefeller Foundation, and the Kellogg Founda= 
tion. Funding of this specific study started around 1960 and, as time passed, the 
funding became more and more projectHDriented, AAMC decided it could not main- 
tain the Division of Intemational Medical Education under these conditions and the 
Division wm discontinued in 1916. 

In June 1977, niembers of the Federation of Anierican Schools of the Health 
Professions convened to assess their involvement in international health manpower 
activities, At this meeting, the American Association of Dental Schools reported that 
U J. dental schools have formal and infonnal a^eements with schools in at least 23 
countries. The Association of University Programs in Health Administration said it 
had contacts from 28 countries interested in program development in health admin- 
istration. It also reported on health management training centers in 10 countries (2 
of which are in developing countries) and a PAHO-KelloH Foundation propam in 
Latin America to improve and modernize health administration education and prac- 
tice. The American Association of Medical Colleges noted that at least 40 medical 
schools in the United States had agreements with medical schools in other countries. 
TTie American Association of Colleges of Pharmacy related results of an informal 
letter su^ey: 1,331 foreign students from 70 countries were enrolled in professional 
and graduate programs in pharmacy, 33 VS. colleges of pharmacy reported forei^ 
visitor in the last 24 months, 17 reported visiting foreign professors, 29 reported 
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that members of their faculty had lectured and consulted at foreign universities, and 
at least 12 reported formal exchange or development programs with foreign universi- 
ties in 27 countries. The American Association of Colleges of Podiatric Medicine 
observed that about U percent of Its members' total enrollment in 1976»1977 were 
foreign students. Finally, the Association of Schools of Public Health confirmed that 
1 5 percent of the students enrolled in its member schools were foreign students and 
that 15 of the 19 accredited U.S. schools of public health offer International health 
in specific courses or as a major area of study or course track. 

The major source of funds for international activities of U,S. health professions 
schools Is the Agency for International Development. Between 1962 and 1975, AID 
spent $25,635,195 at 18 universities for studies in health, population, and nutrition. 
Of this amount, over $21 million went to four universities. In FY 1975, $8,267,000 
was spent on university contracts and pants in the categories of population and 
health. A recent study reported that services procured were not always directly re- 
lated to AID*s immediate programing needs and that special awards to Improve uni- 
versity response capabilities were not always In priority areas (Comptroller General, 
May 1976). 

TTie U.S. academic community undoubtedly offers a great reservoir of expertise 
and interest in various aspects of international health. Unfortunately, there is no 
single direct entry point at which U.S. schools can introduce initiatives for develop- 
mental or diplomatic involvements in international health, 

Htilth Mmpowar Migration and U.S. Supply 

In the past 30 years, increasingly large numbers of health professionals have left 
their home countries to work elsewhere. A 1971 WHO study showed that at least 
140jOOO physicians were practicing outside their home countries (Bland, July 1 976). 
Based on U.S. experience since 1970, this number could easily be above 200,000 in 
1977. This represents a significant loss in service, Investment, and leadership in those 
countries with the lowest ratios of professionals to population. 

The United States has benefited by receiving many of these professionals. Be- 
tween 1965 and 1975, 45,765 immigrant physicians came to practice in the U.S. 
health system. In 1974, there were almost 83,000 foreign-trained physicians prac- 
ticing in the United States - almost 22 percent of our total supply. Between 1965 
and 1973, over 61 percent of foreign medical graduates entering the United States 
came from countries outside North and Central America and Europe (see Table 19). 

The total number of foreign nurse p'aduates in the United States is unknown^ 
but since 1969 about 8,000 persons designated as nurses have entered the United 
States each year (about two-thirds as permanent residents and one-third as tempo- 
rary residents), California has the greatest proportion (21.7 percent) of foreign nurse 
p'aduates licensed by examinationj followed by TeKas (18.2 percent). New Jersey 
(13.8 percent), and Illinois (12.3 percent) (Health Resources Administration^ March 
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1976). Table 20 summarizes figures from the Immigration and Naturalization Se^ 
vm, U.S. Department of Justice, for 24 categories of health manpower (immigrant 
and nonimmigrant) admitted to the United States between 1973 and 1975. 

Tabl©19. Naw Entries of Immigrant and Nonimmigrant Physicians Into 
the United States, by ContlnentSt 1965-73 ^ 



Filial 
Year 


NDfth and 
Cantral 
Amerlea 


Soutti 
Amarici 


Europe 


Alia 


Afrloa 


All Other 
Areas 


1965 . _ _ 


1,282 


528 


1,567 


2,376 


2 


261 


1966 . . , _ 


1,206 


538 


1,637 


2,980 


3 


267 


1987 _ _ . 


1,147 


562 


2,211 


3,838 


207 


150 


1968 _ . , , 


1,228 


706 


2,002 


4,157 


219 


93 


1969 _ . . , 


959 


526 


1,722 


3.331 


273 


128 


1970 _ _ . 


1,031 


599 


1,922 


3,571 


365 


142 


1971 . . _ , 


1.221 


821 


1.359 


4,108 


303 


69 


1972 . . _ . 


920 


737 


1,367 


3,630 


274 


96 


1973 . , . , , 


1.193 


946 


1.598 


3,754 


471 


161 


Total . . 


10,187 


S.963 


15,385 


31,743 


2,112 


1,367 



' Immigranti art caunted according to country of birth, nonlmmlgrBnti iccordlng to country of last ptrma 
rfiidence. 

-African intrants for 1965 and 1966 art Included under '*A|I Other Arias/* 

Saum.' Stevens, Roiemary etaL October 11 , 1975, Physician migration re-e^^amintd, icience, Vol. 190, 
pp. 438-442. Washington, D.Cj Amefican Aisoclatlon for the Advanqemint of Scienee. 



Thus, although the U.S. supply of health manpower appaars to be sufflGient to 
meet our domastic and international health manpower requirements, we have^ in 
effect, bean the recipient of international health assistance in the forni of health 
manpower Immigrants. These immigrants have made a substantial contribution to 
our health manpower pool and have saved American taxpayers a significant amount 
of mDney. A study conducted by the Institute of Medicine estimates U.S. medical 
schools spent at least 512,000 per year (1972 dollars) per student Therefore, the 
more than 31,000 physicians who immigrated to the United States from 1973 to 
1975 represent a savings of some $ LS billion to this countty. This sum is consider- 
ably more than the funds allocated for health in the U.S, foreign assistance budget 
for the same period of time. 

Another recent study, which analyzed the medical brain drain in Latin America, 
concluded that "the medical brain drain is not as momentous a factor as other 
Impediments to health progress in Latin America. , , . For Latin America, physician 
migration has little direct impact in denial of health services, but does represent a 
considerable loss in educational investment," The author of this study estimated 
that 2,899 Latin American phyiicians in hospital training DrogTanis in the United 
States in 1974 alone represented nearly SI 45 million in training costs saved for the 
United States (Horn, 1977, pp. 425-442). 
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Table 20^ Htalth Manpower Admitted to tne United States, 1973-75 



Year Adniltted 



Manpowiif Catagory 


1973 


1974 


1975 


Physieians, medical and osteopathic 


12,288 


1 0,OB4 


8,827 


Pharmacists * , . 


1,385 


1,067 


1,104 


Dentists . , . 


457 


497 


588 


Optometrists 


67 


56 


SO 


Veterinarians 


184 


816 


200 


Podiatrists 




15 


S3 


Dieticians , , . , 


348 


363 


324 


Chiropractors 


n 


17 


56 


Registered nurses ............ , 




7,8^3 


o,4bU 


Practical nurses 


144 


204 


156 


Nurses aides, orderlies, and attendants 


714 


632 


674 


Lay midwives 


95 


111 


78 


Health aides (except nursing) . , 


— 


72 


111 


Health trainees ..................... 




68 


51 


Child care workgrs (not household) 




S4 


97 


Ciinical laboratory teGhnicians 




778 


804 


Radiologic technicians 




138 


139 


Dental hygienlsti 




71 


64 


Health reaord technicians , 




74 


27 


Health adrniniitratori ................ 




110 


82 


Dental laboratory technicians . . . , ....... 




SI 


70 


Optician* lens technicians 


50 


47 


56 


Therapists and healers . . > , , 


217 


214 


191 


Therapy assistants 




29 


20 



Source: Tables lA and ISB, Immigration & ISjaturilizatiOn Service, 



Most health manpower Irnmigrants have come to the United States smce 19655 
probably because of the establishment of preference categories in the 1965 immi- 
gration laws (P.L. 89-236) ^hich favored their entry. In 1976? basidon nunieroui 
analyses of the situation. Congress passed the Health Profesiions Educational Assis- 
tance Act (PX. 94*484). The Act declared that '*there is no longer an insufficient 
number of physicians and siirseons in the United States such that there is no further 
need for affording preference to physicians and surgeons in admliiiori to the United 



•In 1975* there were 378,000 phyMeiaiis in the Unitid States, of 1 per 564 people. As the fecent doubling of 
medical school capacity begiiis to have Its effect, the UJ, physician supply will grow* The BureiU of Health Man* 
power estimates there will be 519,000 physicians in the United Statei in 1985, Qt I physician per 4S 1 people. 
The estimatas for 1 990 are phystciani, or 1 par 4 12 people. Furthermore, under the lervlci payback 

provisions of the Public Health Service Health Protessions Scholarship Progrirn, as many as 1 3,000 physicians 
could be available In 1987 foi assignment to d^si^ated shortage areas in tha Uriited Statis. If these 13,000 were 
asslgjted properly* every county would have more than 1 primary care physician per 1864 people, 
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States. . . The Act requires foreign medical graduates to pass technical and lan- 
guage examinations and to denionstrate their ability to adapt to the U.S, educational 
and cultural environment. It also requires them to make a comitiitment to return to 
their country of origin upon coinpletion of their education in the United States. 

Changes have also been made in the Immigration and Nationality Act regarding 
theeiigibility of alien phyHiciaaito immigrate to the United States or to change 
status while in the United States. Similar examinations and requirements for foreign 
jiurse graduates are now being prepared by the Commission on Graduates of Foreign 
Nursing Schools, which was founded ii\ April 1977, and is supported In part by the 
American Nurses Association and the National League for Nuriing. 

In addition to limiting the overall influx of foreign medical p-aduatess the new 
law will affect U J. hospitals, where foreign medical graduates coinprise as much as 
66 percent of the house stuff in some hospitals. Special educational exchange pro- 
grams to train foreign physicians speciflcally for service in their hoine countries will 
also be affected. Hundreds of cases arose between October 1976 and August 1977 in 
which outstanding scientists experienced difficulty in coming to the United States 
for exchange training, research, or teaching. They had not recently reviewed the 
basic science information needed to pass Part I of the required exaiTiiJiation of the 
National Board of Examiners, Ajnendrnents (P.L. 95-83) passed August I, 1977, are 
intended to overcome some of the obstacles for senior scientists in such exchange 
programs. 

In addition to legislation, the fluctuating supply of U J. medical graduates will 
alter U.S. demands for foreign'trained physiclaiis. As the nuniber of US. medical 
gTaduates reaches an expected 16,000 or more annually by 1980^ the currently sta- 
ble number of graduate medical educatiDn positions will be filled prinnarily by U,S. 
medical graduates. This will decrease the supply of training positions available for 
foreign'trained physicians, The Bureau of Health Manpower (HEW) estimates that all 
these changes will decrease the number of foreign-trained physicians entering this 
country to about 20 or 25 percent of what it is now, 

Internationil Hialth Manpowtr: Supply and Distribution 

The supply and distribution of all types of health manpower differ signiflcantly 
in the developing and the devejoped world. Moreover, it appears likely that current 
health manpower population ratios in the developed countries cannot be realized in 
daveloping countries between now and the end of the century. This is due. In part, 
to the scarcity in developing countries of persons with primary and secondary edu- 
cation, the duration of professional studies, high costs of training, brain drain, and 
insufficient budgets to pay health manpower salaries. 

Table 21 shows 1972 popLilation ratios for medical and dental personnel in the 
six WHO regions. Most developing countries have less than 1 physician per 1 000 
people. In fact, the majority of developing nations have less than 1 physician per 
10,000 people (43 of 79 developing nations), (World Bank, March 1 975, Annex 6), 
and 10 countries have less than 1 physician per 50,000 people (& countries in 
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Africa), In most countries, 50 to 75 percent or more of the physicians are located in 
the capitals and large cities^ while 75 percent of the population live in areas outside 
these cities (World Bank, March 1 975, Annex 9). 

Table 21. Midlciat ind Dental Manpowtr In WHO Regions, 1972 











Popula- 


Popula^ 






No. of 


No, of 


lion per 


lion per 


Region 


Population 


physleiini 


dintiits 


phvsi€ian 


dintiit 


African , , , * , , 


. . . 247,341,000 


25,437 


2,866 


9,723 


96,391 


American , . . , 


. , . 521^464,000 


575,914 


180,288 


905 


2,892 


iastern Mediterranaan . , 


. , . 234,331,000 


70,129 


8,948 


3,341 


26,188 


European .......... 


. . . 780,455,000 


1,392,642 


264,667 


560 


2,948 


South East Asia 


. . . 898,712,000 


150,603 


10,400 


5,635 


81,606 


Western Pacific 


, , , 246,141,000 


184,483 


54,296 


1,334 


4,533 



Soufce: World H§aith Organjzatloh. 1876, IS76 World Heilth itatistiQi Annual. Vol. IH, Giniva: WHO. 



Support or auxiliary health personnel are even more varied in their supply^ rang- 
ing from ratios OJ to 27.8 per physician. In a recent sun^ey of 180 health projects in 
developing countries (Aniericani Public Health Association, January 1977)5 the 
majority of respondents identified ihortages of health workers other than physicians 
as the factor most Lmpeding project success. 

Initial attarnpts to rectify the imbalance between the location of health care 
facilitias and the location of those who need such facilities involved major efforts to 
increase the number of physiclaiis and nurses. Despite these efforts^ it has become 
evident that most highly trained health providers are unwilling to devote themselves 
to careers in rural areas* This is diie, in part, to the absence in many rural areas of 
the institutional and organisational bases required for their practice. 

Country health system development officials are beginning to ricogniia that 
linported healtli inanpower systenis usually do not solve the fundainental health 
system problems of their countries (World Health Organiiation, 1976^ p. 32). 
Rather, differeiit types of health deliveo^ systems will have to be tailored to countiy 
and regional needs and stages of development (WHO/UNICEF, Februaiy 1975, p. 46). 

The most criti^dl need of most of the developing world's rural population is sim- 
ple primary and preventive health care, environmental sanitation, and proper nutri- 
tion. Health authorities ap-ee that less-skilled personnel (such as community and 
mid-level healtji workers) can treat most illnesses in developing countries. 

Realistic and affordable health care could be delivered to most of the developing 
world's population through a three-tiered system involving community health work- 
en, midrkvel hia^lth workers ar tlth professionals staffing rural health centers 
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and hospitals, and highly skilled specialists staffing state cr national hospitals in 
ujban or provincial centers. 

Primary health services delivered by community health providers *'chosen by the 
people from among themselves and controlled by them, _ . [as opposed to] a reluc- 
tant, aJienated, frustrated group of bureaucrats parachuted Into the commiinity" 
(WHO/UNICEF, February 1 975, p. 46) would occupy the broad base of such a 
delivery system. *'The entire health sen^lce system will need to be mobiliicd to 
strengthen and support these primary health workers by providing them with train- 
ing, supemsion, referral facilities and logistic support, including a simplifled national 
health technolo^ appropriate to their needs** (WHO/UNICEF, February 1 975 p 
46), 

Mid'level health workers based at rural health centers would be responsible for 
training community health providers and would support and consult with commu- 
nity-level workers about daily activities in the village. The mid-level workers would 
also be skilled in basic epidemiologic reporting, pooling of data for submission at 
national levels, and management. Mid-level personnel should have primary care expe- 
rience in rural areas or should receive at least part of their training in or naar their 
honie county rural setting. 

Highly skilled health care providers, such as physicians, nurses, sanitary engi- 
neers, and dentists, would be involved in iecondary health care services and overall 
planning, management, and evaluation of the health care deliver system. They will 
be required to "move with firm logic from health needs to careful choices on the use 
of resources** (Bryant, 1969). TTiey will need to see health in broad terms, partici- 
pate in setting community goals, treat both individuals and populations, and work 
with all sectors of government 

The development of planning, management, and evaluation skills should be 
strongly encouraged for highly skilled health care providers. A shortage of personnel 
in these areas is evident. Field experiences in rural areas should be encouraged to 
develop an understanding of the problems related to delivery of community health 
care. Finally, these hi^y skilled health professionals should become thoroughly 
familiar with traditional medicine as practiced in their country in order to integrate 
these activities into the overall health care delivery system where it is appropriate 
and feasible. 

Indigenous health provider should be thought of as a potential resource rather 
thaji an obstacle to health care delivery in developing countries. Traditional medi- 
cine (including medicinal preparations) plays a major role in the lives of most rural 
populations in the developing world. Efforts to coordinate the activities of indig- 
enous practitioners with modem health practices should be encouraged wherever 
possible, Participation of indigenous health providers in the health care system can 
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be supported by retaining their effective health care practices where appropriate and 
incorporating their effeclive traditional medicines into the ''niodern" pharma- 
copoeia.* 

The creation of a system such as the one outlined above to deliver needed health 
care requires a fundamental change in the thinking of health planners and other gov- 
ernment oftlcials. The current status of health planning in most nations of the world 
was characterized in a recent joint study by WHO and UNICEF: 

Overall health goals and policies are missing. , , . In addition^ the situation is 
often complicated by faulty utilization of the resources available, , . . Infor- 
mation and effective machinery for national health planning are often lacking. 
Many health administrations do not have competent plannerSj especially at re- 
gional level (WHO/UNICEF, February 1975; pp. 10 J 3, 14). 

Close working relationships do not usually e%\st between the health system^ the 
education system, and the overall government policy development system (Callaherj 
L, 1976, p, 70). In many countries, health manpower planniJig mechanisms do not 
exist to link these three systems in pursuit of improved national health status. 

During the last decade or so, health manpower education and training were 
thought to be valuable in and of themselves. In general, ieparate and independent 
programs existed to train highly skilled, mid-level, and comniunity health workers* 
Further separation occurred within these levels between health care providers and 
system operators. Most countries produced health rnanpower who did not directly 
relate to their most pressing social needs (WHO/UNICEF, February 1975, p, 12). 
Naturally^ health graduates practiced the way they were trained instead of perform- 
ing activities related to national needs (WHO/UNICEFj February 1975, p. 1 1). Many 
countries still have no programs to train and employ auxUiariis and community 
health workers (Office of International Health, May 1975, p. 24; and Office of In- 
ternational Health, June 1976, p. 109). 

UTiile these trends were developing, the quantity of health manpower was in- 
creasing and significant progress was being made in health services planning. But, 
"no such gains were made in manpower planning, the most important element In 
this process*' (Horowitz, 1974). 

Fortunately, governments and universities are now insisting that manpower 
resources carry out their duties in accord with their societies^ needs (Horowitz, 
1974, p. 1 6), and training programs for such personnel are beginning to reorient 
their objectives. 



♦In the Provisional Summary Record of the I6th, 17th, and 18th Meetlnis* 30th World Hialth Assembly, May 
1977, Dr. Goel of India reported that about 80 percent of the rural populaimn of Southeast Asia and China wera 
lerved by tridUional healori. 
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A U.S* Polioy on Intamitional Health Manpowir 

As we have shown* the United States currentl^^ participates in a inultitude of 
international health activities on many levils. Precisely because our international 
health manpower efforts come from a variety of sources - government agencies, 
nongovernment agencies and institutions, and the private sector — guidelines are 
needed to make the U,S, role consistent and relevant. The U.S. Government should 
have an explicit, evolving policy on international health manpower which commu- 
nicates the commitment of the United States as a country. Such a policy would 
toster cooperation among all participants to realize shared goals which are clearly 
understood and accepted. It would not compromiie anyone^s unique potential for 
contribution. This policy would also guide the international health manpower aotivi» 
ties of the U J. Government and its collaborative efforts with others, especially with 
the World Health Organization, 

International health manpower involves activities and resources both within and 
outside this country. Therefore, any attempt to formulate US. policy must begin by 
specincally defining both our international and domestic objectives. On the interna- 
tional level, our objectives should be: 

• To elevate the health status and well-being of other peoples of the world; 

• To improve harmony among nations; 

• To strengthen the ability of other countries to meet their own health manpower 
requirements; 

• To help expand the supply of international health manpower to solve inter- 
national health problems; 

• To support collaborative multinational efforts which seek more efficient use of 
global resources. 

On the domestic level, our objectives should be: 

• To increase the willingness and ability of U.S. health workers to practice primao^ 
care and prevention, and to expand their interest and skills to work in health 
manpower shortage areas within the United States; 

• To provide experience and information that can help In devising better solutions 
to U.S. health manpower problems, using not only physicians but policy plan- 
ning and management personnel who have the necessajy skills to devise and 
implement new and better systems; 

• To support U.S. foreign policy objectives. 
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The primary purpose of a U.S. Government international health manpower pol- 
icy is to establish the qualitative rather than quantitative nature of U.S, Government 
activities. This policy should tell ''how'' not **how much," How niuch involves op- 
portunitiei, pollticSj and specific situations. In the absence of such basic knowledge^ 
it is not appropriate to specify **how much." Further, it is improper to take away 
from administrators and managers their responiibility and authority to allocate 
resources consistent with policy guidelines. 

A comprehensive U J, policy on international health manpower should address 
five broad areas of activity: U.S. assistance to other countries, domestic health 
resources, immigration policy, exchange programs, and a national program for inter- 
national health. The rest of this chapter is devoted to recommendations for U.S. 
policy in each of these areasj and offers some suggestions for effective policy 
management. 

U*S. Assistance to Other Countries. Foreign health workers serve local and na- 
tional needs in their own or other countries, or they serve as truly international 
health manpower — for example, in a WHO program such as the recent malaria pro- 
gram or the currant Tropical Disease Research Program. In either case, they may be 
trained in their own countries, in the United States, or in a third country. 

Training includes local social patterns, informal networks of communication, and 
various levels of formal training. Considerable knowledge has already been developed 
by the time a person enters medical schoolj nursing school, or even a training pro- 
-am for community health workers. When individuals leave their community or 
country and do not return, there is a loss of service, investment, and leadership. 
While the impact of such losses in the developed countries may be small, in develops 
ing countries it is often serious. 

Therefore, any training assistance which the United States provides to other 
nations, especially developing nationi, should be geared to helping them create and 
rely on their own resources to meet their domestic and international health man- 
power needs. 

Under the broad objective of providing assistance which encourages self-reliance, 
what kinds of trainliig should the United States support? Traditionally, we have 
trained foreign health manpower in medicine, nursing, and public health. Racentlyj 
however, training program support has been requested in other health professions 
such as pharmacy, osteopathy, and the allied health professions. The health system 
support disciplines such as management, health system science, and educational 
methodology have also been invited to coUabomte in the training propams. These 
new areas of interest reflect developing countries' needs for a variety of health sys- 
tem operators including managers, planners, and policy makers* Planners and policy 
makera in particular need to understand basic principles of epidemiology and be able 
to collect simple data for epidemiological purposes. These skills will be required by 
all levels of health care delivery manpower as well, 
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The United States should expand Its training relationships with foreign countries 
to include all health care and system support manpower at all health system levels. 
The preparation of researchers should be given special attention in order to support 
country self-reliance in health research, 

Bioniedical and health system training should prepare individuals for entry-level 
throu^ senior-level positions. Initially, biomedical researchers may have to be 
trained away from home in the settings required for such research. In order to in- 
crease developing countries' capacity for research, the United States may wish to 
consider instituting practices analogous to U.S. afflmiative action employment prac= 
tices. For example, selection of developing country researchers to work with more 
advanced researchers of other countries need not depend solely on trainee research 
abUities; it may be based on a trainee's potential to benefit from such experiences. 

The Intemational health activities of U J. nationals abroad usually involve both 
training local country nationals to meet their liealth manpower needs and serving 
acute needs that require skills or talents not immediately available locally.* These 
U.S. health activities abroad should be based on appropriate health system and train- 
ing models and, when possible, training should be conducted near eventual practice 
sites. 

The assessment of needs and the availability of required skills must be based on 
models which are consistent with local culture and capacities rather than on U.S. 
models of medical or health care. Furthermore, any assessment must be performed 
in association with local country nationals responsible for such activities and must 
be related to overall health planning for that country. The models on which training 
is based and the setting in which it takes place should reinforce the trainee's appre» 
elation for practice that is relevant to local needs. 

Excellence is relative not absolute. The attitude that only the "Western model" 
is excellent should be dispelled. It is far more impressive to train and practice in a 
health model relevant to local needs rather than in one geared to intemational designs. 

One recognized authority recommends training proirams that are located in a 
rural a_rea, away from the hospital setting, based on service to an identified local 
community through the existing local health system structure, and focused on re- 
search on local problems (Bryant, 1977, p. 183), 

To apply an intemational health manpower policy based on local country self- 
reliance, the United States will have to help other countries develop or expand the 
program and institutional ^pabillties of their health manpower training systems. 



•For ejcamplg, the Tunisia Syncriiis report states that it is unlikely thatTunijIans wOl soon be able to replace 
fofiign physicians in their country or to provide aU health services on thdr own. (Offlce of Interna tianal Health 
June 1975, 28) 

**A WHO/UNICEF study described the disadvantages of not departinf from "Western models," as did a report 
on Health Manpov^rer Development (WHO/UNICEF, February ! 975, and World Health Orpnlzation, 1976), 
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Particuiaily in developing countries^ training propams and institutions are not 
widely available in local settings to meet local needs. Some local training takes place 
for comniunity health workei^ but less and less is available locally as one moves to 
technica], jnid-level and highly skilled health care providers and system support per- 
sooneL Trainers do not exist in numbers large enougli to meet current, let alone 
expanded, needs; and training methods based on appropriate local models are not 
well understood. 

Furthermore, health system models themselves are changing. These changes must 
be integrated with training efforts so that health manpower meets operating needs 
and acquires attitudes of practice that support rather than distort health system 
objectives. 

Finally, U.S, internationa! health manpower should satisfy health manpower 
requirements in foreign countries only when local country nationals cannot do so, 
Any U.S, programs involving the services of U.S. nationals abroad should plan to 
phase out these workers as soon as local nationals can replace them. This pertains to 
health manpower for delivery^ training and educations and research. 

Wherever possible, U.S. health propams in foraign countries should employ local 
country nationals. After a reasonable period of time, local nationals should provide 
at least all health manpower for which skill requirements are low and which can be 
developed In relatively short periods of time using minimal resources. This implies^ 
therefore, that hi^ly skilled or highly trained peiions will constitute the bulk of 
U.S. nationals in international health activities abroad. 

Phasing out U.S. manpower does not necessarily mean phasing out other fomis 
of assistance. In fact, it may be necessary to increase other forms of assistance at 
such times so that the movement towards local self-reliance will not be disrupted, 

U.S. Reliance on Domestic Resources, Earlier in this chapter, we observed that 
the United States has nearly reached a balance between domestic health manpower 
supply r: nd demand. This appeao to be true for health care providers, researchersj 
and system support personnel. Since this balance does not appear to be slgniflcantly 
disturbed by U J. requirements for international health manpower outlined in this 
report, the United States can and should rely on its own resources, both human and 
financial, to meet its domestic and international health manpower needs. 

The U.S. pool of health manpower is made up of a wide variety of individuals^ 
most of whom are not directly involved in international health. Of those who are, 
some work full time on intemational healthj others only part time; some work in 
govemmentj others in the private sector or in international organizations ; some are 
professionals, others paraprofesslonals or technicians; many others bring to bear 
whatever skills or capacities they possess. In all cases, they work both in the United 
States and abroad, 
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The pool of talent potentially available nationwide could be a powerful force in 
international health. At present, there is widespread interest by individuals and insti- 
tutions in international health activity. The question is how to make the best use of 
this manpower 

Skill requirements tor international health nianpower can be expected to shift as 
conditions change in various countries - for example, from infectious and parasitic 
disease to cancer and cardiovascular disease; from lower to higher stages of economic 
development; or from early reliance on U.S. health manpower to eventual reliance 
on local country nationals. These requirements, rather than the existing supply of 
health manpower, will dictate assignments. 

International health workers are likely to be called upon to provide expertise in 
certain areas such as maternal and child health, nutrition, and infectious disease. 
Technical expertise, however, is not enough. These individuals must be able to work 
in a cross-cultural setting, skilled in the art of consultation, and sensitive to the con- 
straints imposed by a developing society, including economic deprivation and an 
often primitive administrative structure. Traditional attitudes derived from religious 
beliefs, cultural mores, or the values and attitudes of the ex-colonial mother country 
may pose serious obstacles for the international health worker whose job, first and 
foremost, is to be an agent of change. Delicate skill is demancled of such people. If 
they push too hard, they will alienate their clients; and yet, if change is to take 
place, they must challenge the traditional modus operandi. Therefore, the personal 
characteristics of international health workers are critical to their ultimate success, 
perhaps more critical than technical, scientific, or management skills. 

Because of shifting needs and conditions and given the range and variety of skills 
required, it may prove difficult to engage qualified US. international health man- 
power to implement a UJ, international health policy. One way to ensure a quali- 
fied supply would be to de-velop new kinds of U.S. health manpower. This would 
imply creating new disciplines or recruiting individuals into educational or training 
programs in existing disciplines to meet projected international health needs at some 
later time. Another approach would be to recruit U.S. health manpower from exist- 
ing pools of trained UJ. nationals. This would involve recruiting individuals who 
have already completed education or training in existing disciplines to meet specific 
international health needs as they arise. The second approach appears more nexible 
and adaptive, and better suited to the task of matching future needs with capable 
persons who can fulfill them. A program to use U.S. health manpower in interna- 
tional activities is discussed later in this chapter, 

U.S. Immigration Policy. Health manpower generally migrates to places where 
the individual rewards are greatest rather than where the social product is largest. 
This is the case when health professionals move from developing to developed coun* 
tries and when mid-level health workers go from rural to urban settings within a 
country. 
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Whether one sees the individual or society as more important in settling the issue 
of international mipation depends on one's politics and ideology. In either case, 
with the present near balance of U.S, domestic requirements and supply of man* 
pow^er^ it is inappropriate for this country to foster, even on a selective basis, the 
migratioii of foreign health manpower to meet U.S. needs. Rathers foreign health 
manpower should fall under the provisions of overall U,S. immipation policy. In 
addition^ VS. international health manpower policy should encourage cooperation 
with other countries to minimize the attraction for health workers to mipate away 
from their home countries. 

Exchange Programs. The elimination of selective U.S. immigration policies that 
favor th migration of International health manpower should not be accompanied by 
a cutbacK of international exchange programs. The United States should continua to 
foster mutually beneficial international healih servke, training, and research pro- 
grams involving collaboration between U,S. and foreign health manpower* 

Both U,S, and foreign health professionals have benefited in the past from pro- 
grams outside their home countries and experiences with health manpower from 
other countries. These experiences have been in health service^ trainings and re- 
search; they have included direct exchanges of individuals and intergovernmental 
and institutional exchanges of employees, faculty, and students. 

If carefully managed, such exchange programs can avoid '*brain drain." Various 
organizations have in fact conducted exchange programs in which most of those 
involved returned to their home countries and in which mutually appropriate bene- 
fits were realized by all parties involved (for example^ the NIH visitor and exchange 
pro-ams, the Rockefeller/Johns Hopkins faculty exchange pro-ams, and special 
projects arranged through associations representing poups of U,S. health professions 
schools). 

Most of these successful programs have involved health manpower who were 
practicing in their home countries^ who were seleoted to acquire additioiial skills in 
their own or other health-related disciplines, and who were scheduled to return to 
positions back home. In addition to the diject beneflts of such prop-amSj indirect 
benefits result from improvements that occur in the home countty health systeni 
when these health professionals return home. Such improvements often help to alle» 
viate conditions which make it less attractive for trained health manpower to prac- 
tice in their home countries. 

U.S. health manpower also benefits from properiy conducted exchange experi- 
ences. Aside from obvious information sharing, these experiences can result in better 
understanding by U.S. health workers of our domestic needs in areas such as primary 
care, preventive medicine^ public health, and improved models for community 
health services. 
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It is unlikely, however, that this sort of learning will take place unless Americans 
are triined to be students of internatioml health problems rather than skilled ex- 
porters of Arnerican lolutions to health problems. Moreover, Americans v^ill have to 
learn to valut the spirit of inquiry and humility in their intemational health experi- 
ences. One important way to foster these attitudes mi^t be to establish a highly 
visible and prgstigioui training program for both U.S. and foreign health manpower 
— for example, Prisidential scholars for international health or health manpower 
education. Such a program would concentrate on health workers still in training or 
Ln the early stages of career development. 

A U.S. Manpower Program for International Health Activities. Currently, there 
is no systematic program to develop the national pool of VS. health manpower for 
intemational health activities. The situation ii siniilar to that of our forest resources 
around the beginning of this centuiy - there were plenty of trees, but they were 
being used waitefuUy. Furthermore, there is little concern about the future avail- 
ability of intemational health talent. 

It is unrealistic to expect the individual members of the pool to manage them- 
selves. In the intemational health systemj jobs and skill requirements change rnore 
often and are more specialized than in domestic health. It is difficult for U.S. na- 
tionals to know what is needed in other countries so that they can seek appropriate 
education and training experience, Furtheimorej it is difficult for trained individuals 
to locate Intemational positions which are appropriate for their skills and offer ca* 
reer potential. Thesa difficulties are compounded by the parochial and compart- 
mentalized recruitment and assignment proceises now existing in intemational 
health agencies and organizations. 

Given these difficulties, the U.S. Government should assume responsibility for 
developing the intermtional capabilities of existing, trained U.S. health personnal by 
involving as many of them as possible in international health activities. New mecha'' 
nisms must be found to ease movement between government agency positions in the 
United States and abroad, in the private s^ctorg and in inteniational organizations. 
The key seems to be the development of flexibla perf; >nnel procedures, an active 
clearinghouse of information on upcoming positions, and a placement service to 
match intemational assignments with persons in the national pool. TTiese functions 
should be accomplished through an appropriate mix of governmental and nongov- 
emmental mechanisms. 

Such a prograni to manage the U.S. pool of human health resources would not 
change or a.ssuma the responsibilities of persons or organizations now involved in 
international health activities. But, by mMapng the pooI> promoting interest in 
intemational health assignments, and aiding in recruitment and assignment pro- 
cesses, it would assist others to meet their currant and future manpower require- 
ments; it would not perform any of their functions. 



231 



260 



Now Directions in International Htalth Cooperation 



TTie prograjn would perform goveinmentvvide tunctions in support of its primary 
responsibilities. These might include assessing supply and demand, working with 
training progranis, and employing agencies to meet national and worldwide 
requirements. 

Besides these nationwide activities, the U.S. Government should develop the 
careers of its own international health employees by rotating theni in assignnients 
within government, outside government, and with international, multilateral organi- 
zations, This policy will motivate more skilled and dedicated professionals to ^ek 
careers in international health. 

U.S. Government agendes employ U.S. nationals in internatlDnal health activi- 
tjes both here (for example, in HEW, AID, the State Department, and the Peace 
Corps) and abroad (for example, in the Peace Corps, embassies, and AID missions). 
They engage In a variety of activities including research, training and education, ser- 
vice, program administration, planning, and policy making. 

The changing nature of requirements for service in international health activities 
demands a continuing involvement in international health assigninents abroad, a 
continuing reftirbishment of disciplinary and professional competencies, a continu- 
ing improvement in administrative and policy-making skills, and a continuing re- 
newal of knowledge of existing foreign policy and world attitudes and conditions. 
UiiJess these competencies are maintained, the abilities of international health pe^ 
sonnel serving in government agencies will deteriorate. Consequently, we must find 
ways for U.S. Government workers to serve abroad, and with other government 
agencies, and then find ways to bring them back into international health activities 
in U.S. Government agency positions. 

U.S, health workers also serve as representatives to multilatera] international 
health organizations such as WHO and UNICEF. As countries move toward greater 
and more direct collaboration in determining priorities and conducting activities 
which seek self-reliance, linkages with international organizations will become more 
Important. Systematic rotations of employees from all countries and organizations 
through international organizations may be one way to achieve these linkages. 

AdditiDnally, it niay be possible to pursue international health goals via U,S - 
spDnsored programs operated by specific international organiPiations. A proportional 
number of positions in these programs could be filled with individuahi assigned by or 
ihrough a US, Governnient agency. 

Anorher significant Issue for UJ. Government agencies is the briUnce between 
the 50 called generaS and technical workers on their staffs.* In some Government 
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agencies, such as AID and the Peace Corps, the recent trend has been to employ 
more generalists than technical persons in international health,* In other agencies, 
such as HEW, technical persons occupy most positions. We believe that the U.S, 
Governinent should maintain a more appropriate balance in the proportions of tech- 
nical and general personnel filling international health positions in Federal agencies. 

In additioiij a variety of technicians and generalists should be fairly and ade- 
quately represented at policy levels in government agencies. One result of such a 
staffing policy would be to provide other countries with models for involving techni- 
cal persons such as nursing professionals and allied health professionals in manage- 
ment, programing, policy making, and planning at all levels in their health service 
systems and health organizations. 

We cannot overemphasize the need for trained international leadership in the 
U.S, Government. With appropriate leadership, the reserroir of American expertise 
in international health can be tapped. The UJ, Government can do this by establish- 
ing international health as a priority, providing a focus in govemment to carry it out^ 
staffing Its agencies with trained and motivated personnel, and providing adequate 
funding to permit governmental, higher education, and private-sector organizations 
to work together to get the job done, 

Poliov IV^enigement and Intf rnational Htalth Manpovvar 

As described earlier, a number of U,S, Government agencies and other U.S. orga- 
nisations train and deploy all types of international health rnanpower in many dif- 
ferent ways. In addition to U,S. efforts^ other countries and organizations also train 
and place intemational health personnel. Yet despite all these activities, the world is 
facing a critical shortage and maldistribution of appropriate human health resources, 

A. multifaceted U.S. international health manpower policy such as the one we 
have outlined can help solve some of the problems. HoweveTs implementation of this 
policy wiU require effective management techniques at all levels* To Identify some of 
these management mechanisms, we can divide implementation efforts into two 
broad categories — support of existing programs and the initiation and promotioji of 
new programs, 

The management mechanisms needed to coordinate ongoing govemment and 
international health manpower activities include: 

• Evaluation of procedures to determine whether objectives are being met and 
when policy ought to be modified; 



Now Directions In Intirnattonal Health CoDperatidn 



^ Pplicy-Ievel review and reporting to refine policy and settle strategic and opera- 
tional disagreementi at lower levels of management; 

• Strateglc»level review to jnonitor interprograni consistency with policy and stra- 
tegic concenis and to find v^ays to resolve strategic problerns and operational- 
level conflicts; 

• An open forum to obtain advice from all parties involved, including academic 
institutions, foundations, and private and voluntan^ organiiations, and to inform 
them of government intentions and actiom (regularly through periodic report- 
ing, and more extensively through periodic conferences); 

• OperationaMevel mechanisms to facilitate coordination omong categorically 
focused organizationi. 

The promotion or initiation of new prpjw!^ m international health invplvas 
identifying needs or opportunities for assi&t^^nce or cc5laboration In other countries, 
promoting these objectives in the United SUtm mi host countries, designlHg and 
selecting appropriate projects, and allocating ^espDni^bility for implenientation 
among the many U.S. agencies involved in iritamational health. 

Effective promotion and initiation of new projects demands kriowledge about 
foreign policy and foreign relations, foreign aid and de\ eloprnental assistance, health 
and health-related technical matters, and a variety of other subjects such as foreign 
trade, science and technology, and diplomacy. 

Currently, there are no systematic mechanisnis operating throughout the govern- 
ment to develop and implement new projects consistent with our international 
health and foreign policies. The coordinating mechanisms described in Chapter 2 
would meet this need. 

If vv^e look at international health activities in historical perspective, we find that 
notable advances depended upon unique individuals sent abroad by niisiipnary socie- 
ties, research institutes, or the medical corps of a particular govemment. It is rather 
difficult to subsume Father Damian, Walter Reed, Margaret Mead, Tom Dooley, and 
Carleton Gajdusek under a depersonalized concept of health manpower. In other 
words, meaningful contributions to intematioiial health are ultimately going to be 
made by individuals with faces, personalities, and ijidividual genius. TTie nature of 
the task calls for initiative, intelligence, and adaptability - precious qualitiei which 
must not be bureaucratized out of existence in any health manpower scheme. 
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Introduction to Appendixes 



The various aspects of international health are very poorly documented in stan- 
dard reporting systems by public and private agencies. The information contained in 
our report was drawn from the files and resourca materiali of almost every agency of 
the govemnient, of private organizations, and individuals. In addition to providing 
basic data j these contributors generously gave their insights and analyses from which 
we have derived much that is in this report. To our Icnowledge, this matarial was not 
otherwise available in current literature or other collections of infonnation. 

These appendixes contain the factual and supporting data, as well as conceptual 
frameworks for our assessment of international health, 'niey are designed to serve as 
a resource for future studies and for development of pubUc policy. We have enumer- 
ated activities^ budgets^ functions, and legislative authorities of the numerous agen- 
cies and organizations involved in international health. These data constitute the 
first known attempt to methodically present thii information. 

The appendixes also afford a systematic survey of all U.S. involvement in inter- 
national health activities. They include a series of analyses which document the most 
recent and best available data on the rnechanisms and processes throu^ which the 
U.S. Government, along with private and sommercial lectors, participates in the 
improvement of international health. 

We are indebted to everyone who assisted us in compiling this information. After 
assembling the appendixes, we asked our sources to verify in writing the materials 
we had collected. The Information which follows is presented with their approvah 
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Index of U.S. Government Activities in 
International Health 

1-A. Activitits of the Federal Government in Intamational Haalth (Fiscal Year 1876) 



Lirgi sift live 
Authority 



Total 
Kunding 
(S 1,000) 



L ACTION 
(Paace Corps) 



P.L 87-293 



SI 0,038 



2, Aguncy fur 

Interna tiunal 
Development 



Syctions 103* 
104, 105, 106 



S20M57' 



Manpowui Ui^^i:^j^j 



VQlunteers in 
hgaltli syrvk'cs 
delivery, hcallh 
planning, ligalth 
udueation, disease 
control, and sanitation 

Manpowur and institutional 
dcveiopnigflt 



Health uuxiUary training 



Orpnizing mudlaal gervicys 



Disua^w prevantion 
and control 



Ptdlvery of hQalth wrvices 



Kood for tifi cation 



Population planning services 



Iniroduction of new food 
tcchnologlQs 



Functions 



Target Group 



Developmynt assistance 
Medical dlplornacy and 
diploniatic relations 

Development assistance 
Medical diploniacy and 
diplonnatic relations 



Dyvelupment assistani^e 
Medical diploniacy and 

diploniatic relations 
Sctentincand prorassional 

exchange 

Dyvelopment aisistance 
Medical diplomacy and 
diplomatic relations 

Development a.ssistance 
Mydical diplomacy and 
diplomatic reiatians 

Developmeiit assistance 
Medicai diplomacy and 
diplomatic relotioni 



Development assistance 
Medical diplomacy and 
diplomatic rolations 

Development assiitance 



Development asilstance 
Medical diplomacy and 
diplomitic relations 

Dev=>y;pment assistance 
Scientific and professional 
research exchange 



Developing nations 



Disaster victims 
Developing nations 



Developing nations 
U.S. and foreign medical 

and scientitlc cortimU" 

nity 

Disaster victims 

Developirig nations 
Disaster victims 



Developing nations 



Developing and dsvelopsd 

nations 
U,S^ citizens it home 
U.S. citizens living of 

triveUng abroad 
Disaster victims 

Developing nations 
Disaster victims 



Developini natjons 
Disaster victims 

Developini nations 
Diiaster victims 



Developing nations 
U.S. and forelim medical 

and scientinc 

community 



ERIC 
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Total 

LggbUtjye Funding 
Authority ($1,000) 



Activities 



p unctions 



Tariet Group 



Agtncy for 
International 
Davelopmirit 
(conHmed) 



$3,189 



$5,365 



Emirpncy relief icfvices 



American schools and 
hospitals abroad 



Sanitation 



Health services research 



Development assistance 
Medical diplamacy arid 
diplomatic relations 

Pevelopment assistance 
Medical diplomacy and 

diplomatic relationi 
Health protection of UJ. 

citizens 



Deyelopment asiistance 
Mf dicai diplomacy and 
diplomatic relations 

Development assi^tanco 
Research, scientifiQ, and 
professional ejcehange 



Developirtf na tioni 
Djgastif victims 



Developing and developed 

nations 
ir,S, citizens living or 

travaling abroad 
U,S= and foreign medical 

md scientific 

community 

Disaster victirris 
Devolopifli nations 



Developing nations 
U^S* and foreipi midical 

and scientific 

community 



Demographic data 
collectioii 



Devilopment assistance 
Research j scientifio, and 
professional eKchange 



Deveioping tiitions 
U.S^ and forei^ modi^ 

and scientific 

eommunity 



Pertillty control research 



Developmerit assiitance 
Research^ scienti/lo, and 
professional exchange 



Developing nationi 
UJ^ and foreipi njidjcal 

and scientific 

comr?unity 
Disaster vi;^tims 



Development of indigenous 
foods 



Disaster pf^pafedngSj 
research 



Health pbnnini 



Population planning 



Nutrition planning 



Development assiitanoe 
Research, scientific^ and 
professionil eKchaiige 



Developrnent aislstance 
Rasearch, icientlfic, and 
profesiionai exchange 



Development a^istance 
Research, sdentific, and 
professional exehange 



Developnient assistance 
Research, soientiflc, and 
professional exchange 



Developnient assistance 
Research, scientific, and 
professional exchange 



Developing nations 

U and foreign medical 

and icieiitific 

comrflunity 

Devalopini nations 
U,S^ and foreign medical 

and sdentific 

community 

Devaloping nations 

U J* and foreign medical 

and sdentific 

comniufilty 
Diiaatar victims 

Davelqping nations 

Disaster victims 

U^S, and foreign mtdtcal 

and sdentinc 

community 

Developing nations 

Di^ster victinis 

U^S. and foreign nnedical 

and scientiflc 

cofnmunity 
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Vftd^fij Agency 



Lfgtslitive 
Authority 



To til 
($1,000) 



Agency for 
Internitionil 
Davglopniint 
(continued) 



D^partifignt of 
AgricuUure 



4^ Dapartm^nt of 
Comnierce 



P.U 80406 
RL. 83480 
FX. 83-690 
P.L. 89409 



RU S74S6 

15 U.S.C. 1512, 
Sections 175, 
313 

16 US,C 742 
(tl and g) 

49 UJ.a 1463 



$ 322^ 



Activitifs 



Educational and cultural 

exchange 
Trade icminars 



Educational and cultural 

exyhange 
Tifade fairs 



Functions 



Target Group 



Technical cooperation with 
inteniational 
organizations 



Special Koreign Currency 
Programs 



Cooperative research 
Technical assistance in 

agriculture development 
Agriculture training 
Food aid programs 

Market research 



Development assistance 
Reieafch, scientific* and 
professional exchange 



Development assistance 
Research, scientific, and 
profesiional oKchange 



Developrnent assistance 

Development assutance 
Development assistance 
Developnient assistance 

Commercial relations 



Research, icientifiCi and 
professional eKchange 
Commercial relations 



Commercial relations 



Trade missions and centers Commercial relations 



Weather fuporting and 
research 



Fisheries research 



Research, scientific, and 
professional e?tGhanie 



Health protectiori of U.S. 

chizens 
Cornmercial relations 



Developing nations 

Disaster victirns 

U.S. and foreigti medical 

and scientific 

comrnunily 

Developing nations 

U J. and foreign medical 

and scientific 

community 
Disaster victims 

Developing nations 

Developing nations 
Developing nations 
Developing nations 

Developing and developed 

nations 
U.S. business community 
U.S. and foreign medical 

and scientific 

community 



Developed and devalopmg 

nations 
U.S. business community 
U.S. and foreign medical 

and sclerUific 

community 

Developed and developing 

nations 
ILS. business community 
U.S. and foreign tnedical 

and scientific 

community 

Developing and developed 

nations 
U.S. business community 
U.S. and foreign medicaJ 

and scientifjc 

community 

Developed and devtioplng 

nations 
U.S. citizens at home 
U.S. citizens living or 

traveling abroad 
Disaster victims 

Developing and developed 

nations 
U.S. citizens at home 
US. businiii community 



EKLC 



Nmr DireGtians in International Hfafth Coopifatjon 



FedgraJ Agency 



Authority 



Toral 
Pundittg 
($1,000) 



18. Depaitmenl of 



19. Department of' 
TfeasUfy 



P.L 79-264 
P,L 80-443 
P.L. 8M65 
P,L 92-494 
P.L 93-188 
12 2§7 

(m-t) 
22UJ.C 1926 
22 U.S.C 

2219 U) 
22U.S.C, 

2221 (a) 
22 LJ.S.C 

2291 (a) 
22 Ij.S.C 

25 0 1 A 
44 Stat, 2031 
60 Stat. 1886 
62St3t, 2679. 

TIAS 1808 
21 U.S.T. 1567, 

T!AS6919 



Asian Dmlop- 
frwnt Bank 
RL, 89^369 
P.L, 92-241 
P.L. 93 537 

Afrkan Dev'el- 
opnien! Fund 
¥,L. 94^302 



Ac tm ties 



$104,156' ^mefgencyad hoc 
mgdjeul suppori 



A%m%%tid U.S. contribulions 
!u th^ ^haalth agtivities 
of the Li.N, system (WHO 
PAHO. UNRWA, 
UMFPA, FACUNICEF. 
UNIiSCO, lARC* UNDP, 
IJMFI>AC,0ECD, 
UNEP, UNVP) 

consuls 



Policy monitoflng and 
reptusttiitation to Intep 
natlona! Ofpnization^ 



Cuopcraiive mseurch 



$53,770' Assessed contributions to 

the health activitlui of 
ADB, Ai'DF. IDB.WB. 

Oversight of Qommeruial 
relation I 



E'untidons 



Development asiiitarite 
Medlgiii diplomacy and 
diplomatic relations 

Development assiitancu 
Mediuyl diplomacy and 
diplomatic lelations 



Development assistance 
Medical dipiomaey and 

diplomatic relations 
Research , seieniinc, and 

proressional exchanie 
Commercial relations 

Developmunt asjsistance 
Medical diplomacy and 

diplomattu relations 
Resuarch, sdentinc, and 

profesiionQl yxchange 

Development research 
Medical diplomacy and 
dlplumatie tulatloni 



Devt'lopment assistance 



Commercial relations 



Target Group 



Developing and developed 

nations 
Disaster victims 

Devyj oping anddevelo^d 
nations 



Developing and developed 

nations 
U,S, citizens at home 
U<S^ and foreign medical 

and scientific 

CO mm unity 

Deveiopini and developed 
nations 



Developing and developed 

nations 
U.S. and roreigri medioal 

and scfentifie 

Gonimunfiy 



Deyeloptng nations 



Developed nations 

business community 



Infer'AmmcQn 
Bank 

P.U86»147 
8S459 
PX. 894 
W.U 9M8 
P.L 9W2J 
P,U9M99 
P.U 92446 
P.U 94402 



* Excludei medical care sarvieii for Foreiin Service perionnel, Inciudes only the U.S. contributions in support of the health activities of U,N. 

organizations. See App^ndLx L^D for a detailed explinatjon^ 
^Thii figure is based on the US. contributions to health activities of th^ internationai development banks* See Appendix 1-D for a detailed 

explanation. 
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Oepurtmunt of 
Trcajury 
(condnued) 



Legislative 
Authonty 



Total 
Funding 
($1,000) 



Functions 



fniernaiionai 
Development 
A isociQtion 

?X. 92-247 



Target Grtjup 



InteFtwtional 
Finance 
Corpora t ion 
P.L. 84'3SO 

International 
Bank for 
H ecoNstmc- 
lion and 
Development 
¥rU 79-171 
P.L 8 6-4 8 
P,L, 91599 



20, 



Unityd Stutys 
Intomation 
Agency 



21. 



Administfation 



P.L. 79^724 
RL. 80^02 
F.L. 87^216 
RL. 90^94 
P,L. 93-168 
P.L, 93475 
RL. 94-272 

Ordtfr 10477 
Execuiivy 
Ordur 1 1034 

Order US 11 



S 344 



RL. 85^857 
RL, 91-225 
RL. 93-82 
RL, 94-134 
38 U,S,C 230 
38 U.S.C 631 
and follow- 
ing Subchap- 
ter iV 
38 u s e. 4101 



S6.287 



Motion plciurt'sand tule- 
vision ^hows on hualth 
topics 



Voice of Amurica 
broadcaiU 



PfG%$ and publications on 
health topics 



Kinancing health services 
for PhUippine veterans 



Postgraduate training of 
foreign nationais in the 
United States 



Research, scientiric, and 
professional exchange 
Commercial relations 



Development assistance 



Developmt^nt cooperation 
Medical diplomacy and 
diplomatic relatior^r; 
Commercial relations 



Development assistance 



Re.^arch, scientinc^ and 
professional exchan|e 



UiS, business community 
U.S. and foreign medical 

and scientific 

community 

Developing and developed 

nations 
U,S. citizens living or 

traveling abroad 
U.S, and fofeign medical 

and scientific 

community 

Developing and developed 

nations 
U.S. and foreign medical 

and scientiftc 

community 
Disaster victims 

Developing nationi 



Duvel oping and developed 

nations 
U,S, cifizens at home 
U,S, and foreign medical 

community 



TOTAL $484,630 



EKLC 



New Dirictions In Iritirnational Haaith Cooporatlon 



Federal Agency 



Department of 
Commefce 
(continued} 



Le^litivg 
Authority 



Total 
Fundtni 
($1,000) 



Activitie.^ 



Food supply 



Functig-fis 



Target Group 



Medical diplomacy and 
diplomatic rf iations 

Health pfotection ot U»S. 
citizens 

Commercial relations 



Developing and developed 

nations 
U.S. citizens at home 
U.S. business community 



5. Department of 
Defense 



6. tnergy Research 
and Develop- 
ment Admin- 
istration 



7, Environmental 
Protection 
Agency 



P.L. 
RL, 

P.L 
P.L 



83-480 
85^861 
94^106 
94-212 
94429 



P,L, 83-703 



P.L. 

P.L, 91-190 
PX. 92^500 
P.L, 94-469 
P.L. 9S^9J 



Standards deveiopment and 
applied technology 



S22,939' Army and Navy infectious 

disease research related 
to tropical medicine 



$ 413 Education and training 



Disaster reliet 



$ 7,2J6 * Biomedical research of 

Marshall Islands popu- 
lation exposed to nuclear 
fallout 

Radiation effects research 
foundation studies of 
survivors of atomic 
bom'^ explosion in Japan 

$ 2,514* Research trainini 



Policy development 



Development assistance 
Research, scientific, and 

professional exchange 
Health protection of U,S. 

cituens 

Medical diplomacy and 
diplomatic relations 

Research, scientific, and 
professional exchange 



Mgdicai diplomacy and 
diplomatic relations 

Research, scientinc, and 
professional exchange 

Development assistance 
Medical diplomacy and 
diplomatic relations 

Research, scieniiric, and 
professional exchange 



Research, scientific, and 
professional exchange 



Research, scientific, and 
professional exchange 



Health protection of U.S, 
citizens 



Developing and developed 

nations 
U.S. citizens at home 



Developing nations 
U.S. citizens living or 

traveling abroad 
U,S, and foreign medical 

and scientine 

community 

Developing nations 
U.S. and foreign medical 

and scientific 

community 

Disaster victims 



U.S. citizens at home 
U,S, citizens living or 

traveling abroad 
Disaster victims 

U.S, citizens at home 
U.S. citizens livirig or 

traveling abroad 
Disaster victims 

Developed nations 

U.S, and foreign medical 

and scientific 

commuriity 

Developed nations 
U,S, citizens at home 



Educational and cultural 
exchange 



Technical assistance in 
environmental health 



Rfsearch« scientinc. and 
professional exchange 



Development assistance 



Developed nations 
U.S. and foreign medical 

and scientific 

community 

Developing nations 
Disaster victims 



ERIC 



Appendix 1 



FtdsnU Agency 

8, Export-Import 
Bgnk 



Authority 



Federal Aviation 
Admin istrotion 



P.L. 90-390 
12 U.S.C 635 



P.L. 85-726 



10, 



Depaftment of 
Health, iidu- 
cation, and 
Wijlftira 



P.L, 75-717 
P,L 78-410 
P.L 83480 

RL, 85-507 
P.L. 85-795 
P,L. 86-610 
P,L, 87-195 
F.L. 89-698 
. F.L. 93-353 
. PX. 94^295 
P.L 94484 
P.U 95^83 



Total 
Funding 
(Si.OOO) 



$39,247 
(19,905) 



Activities 



Functions 



Loans, insurance, afid 
guaiantgyi for the 
e?cport of bigmediral 
equipmenf and health 
facility construction 
matyriah, pharma^ 
yuuticyls 

Joint U,S,-U.S.S,R. 
resiiarch on mRdica! 
aspects of flight 



Nstionai Institutt's of 
Heaith 



Commercial relatiu 
Development assi^taii. : 
Researchj icicntinc, and 
proreisional exchange 



Medical diplomacy and 
diplomatic relations 

Resaarch, scientinc, and 
professional exchange 



Internationa! health Research, scUntlfic, and 

confcfences and seminars proressional exchange 



Scholars-in-Residence 
Program 



Medical diplomacy and 
diplomatic relations 

Reiearch, scientific^ and 
professional exchan|e 



Special f'oreign Currency Research, scientific, and 
Proirams professional exchange 



< national education 



Research, scientific, and 
profesMonai exchange 



Bilateral agreemei 
cooperation in bin: 
research 



Geographic health 
studies 



Coordination of NIH 
internotional research 
activities 



or Research^ scientific, nnd 
edical professional exchange 



Development assistance 
Research, scientific, and 
professional exchange 



Medical diplomacy and 
diplomatic relations 



Target Group 



U,S, business community 
Developing and developed 

nations 
U.S, and foreign medical 

and scientific 

community 



Developed nations 



U.S. and foreign medical 
and scientific 
community 

U.S. and foreign meciical 
end scientific 
community 



U.i, dtizens at home 
Developing and deveioped 

nations 
U J, and foreign medical 

and scientific 

community 

U J. and foreign medical 
and scientific 
community 

Developing and developed 

nations 
U,S, citizens at home 
U,S, and foreign medical 

and scientific 

community 

Developing and developed 

nations 
U,S, and forelf n medical 

and scientinc 

community 

U J. and Ibreign medical 
and scientific 
community 



ERIC 



New Directions in Intirnational Health Cooperation 



Fedtrai Agency 



Lggiiilative 
Authurity 



Total 
Funtling 
(SI, MO) 



Department of 
Health, Edu^ 
cation, and 

[continued j 



(5422) 



Activities 



Functions 



Target Group 



Ngtionai f/itf/rw/o of 
Hfiilth fcGnmuedj 

- Cooperative research 
through National Cancer 
Institute (NCI); National 
Heart, Lung, and Blood 
Institute (NHLfil); 
Nationai Institu^^e of 
Allergy and Infectious 
Diseases (NIAIO); 
National Institute of 
Arthritis^ Metabolism, 
and Digestive Diseases 
(NIA^^DD); National 
Institute of Environ^ 
mental Health Science 
(NIKHS); und National 
Instiiule of Child Health 
and Human Develops 
ment (NICHD) 

- international Visitors 
rrogram 



CentaF jor Disease 
Conirol 



Research, scieniincand 
proicssional exchange 



Medical diplomacy and 
dipromatic rclationi 



U.S, and foreign medical 
and scientific 
community 



U.S. and foreign niedisal 
and scientific 
community 



Epidemiological 
Ini? ^vjence 



Dise? ie prevention and 
control 



Research 



Laboratory support and 
collaboration 



fieaith Resources 
A dministration 



Heaiih protection of U.S, 
citizens 



Development asdstancc 
Health protection of U.S. 
citizens 

Research, scientific, and 
professional exchange 



Development assistance 



U.S. citizens at home 
U.S, citizens living or 

traveling abroad 
U.S. and foreign medical 

and sclontinc 

community 

Developing natio^is 
U,S, citizens ait iiome 
Disast'^r vjeitims 

Developing nations 
U.S. cltizuni at home 
U.S. and foretgii medical 

and scientiric 

cofTimuiiity 

Developing nations 
U.S. citizens living or 
traveling abroad 



- Resoarch training 



Research, scientinCj and 
professional exchange 



U.S, und foreign medical 
and scientific 
community 



Appandix 1 



F^eral Agency 

DepartmenE of 
Health, Edu- 
cation, ^nd 

(continued) 



Authority 



lotai 
Funding 
($1,000) 



Activities 



functions 



rS.304) 



Inspdction of foruign 
firms' pfodugts 



Health pfotgction of U.S. 

cJti/yns 
Commerdal rulations 



- Monitoring adverse drug Research, scientiric, and 
rgac tions prgfyssional exchange 

AkahoL Drug Abuse, mid 
Menial Health 
Administration 



Target Group 



\J,B. citizens home 
U.S. business community 



U J. citizens at home 



(4.000) 



(2.160) 



= Rdseurch on the preven- 
tion arid control of 
mental illness, aJcohoU 
ism, and drug abuse 

Office of the A ssistant 
Secretary for Human 
Development (RSAJ 

- Research on ethnicityi 
mental and social 
welfare 



Health Services 
Administration 



Research, sclcntinCj and 
professional exchange 



Research, scientinc, and 
professional exehange 

Health protection of U.S, 
ciiizens 



Developed nation, 
U.S. citizens a i luune 



U,S, citizens at home 
U.S. and foreign medical 

and scientitlc 

community 



(2,31^) 



Health services research 



Office of the A ssistant 
Secretary for Health 

- International organiza- 

deveio^'iisnt 



Intemationa! Health 

Representatives 

Committee 



iritfgration of dofncstic 
and intrrnationol 
aetivities 



Research^ scientific, and 
pfofessionai exchange 

Health protection of U.S. 
citizens 



Development assistance 
Medical diplomacy and 
diplomat^:' relations 



Researchj scientific, and 
professional exchange 



Research. scienfifiCi and 
professional exchange 

He^th protection of U.S. 
citizens 



U.S. citizens at home 
U,S, and foreign medical 

and scientific 

community 



U.S. citizens at home 
Developing and developed 

nations 
U,S.. citizens living or 

traveiing abroad 

U.S. cUlzens at home 
Deveir*>m| and developed 

nation!* 
U.S. foreign medical and 

scientilli exchanie 

U.S. citizens at horne 



- r.aministration of bi- 



Madical diplomacy and 



Developtni and duvelopid 



ERIC 



New Diftctioni in Intamatidnal Health CaQparstion 



F^eral Agency 



Aythority 



Total 
Funding 



Activities 



Funcdons 



Target Qi^up 



Departmsjnt of 
Health, Edu- 
cation^ and 
Welfare 

(cantimed) 



Sp^dal roreign Currency 
Prograni idminiitration 



T^chnicai planning assis- 
tance and geographical 
area studies 



Medical diplomacy and 
diploniitic relations 

Research, icientiflc, and 
professional exchange 

Deviiopment issistance 



Developir>| nations 
US. and forelpt medical 

and scientiflo 

CQinmunity 

Developing nations 



IL Inter-American 
F'oundation 



12, Department of 
ih^ Interior 



13. Department of 
Labor 



P.L. 9M75, 11,077 
Se ction 401 



P.L, 90^96 S13J99* 
P.L. 94^165 
P.L. 94^241 
RL. 94^303 
48 U,S.C 

laSCa) 
48 U.S.C 

1421 (a) 
48 U.ia 1661 
Executive 

Order 1021 1 " 
Executive 

Order 11021 



P,L. 87-216 



S §0 

(UilA 

funded) 



Trainini and education 

- Health servicf^i^ delivery 

- Health planning and 
administration 

Manpower training 



Hospital renovation 



Organizing health services 



Diseaie pre^^rdion and 
control 



Development assistance 
Development assistance 
Development assistance 



Development asiistance 
Health protection of U,S. 
citizens 



Development assistance 
Health proiecticn of U.S. 
citizens 



Development assistan*>= 
Health protection of U,S^ 
citizens 



Development assistance 
Health protection oriJ.S^ 
citizens 



Seminars on occupational Research^ scientific, and 
health and mfely topics profssptunal e?cchange 



Developini nations 
Developing nations 
Developing nations 



Developing nations 
U.S< citizens at home 
U,S- citi?e^s living or 

tfavi'ling abroad 
Disaster victims 



Developing nations 
U,S> citizens at home 
U.S. cijlzeiis livljig or 

tfij^ "ling abroad 
i3l*Jllyr victims 

Developing nations 
U,S* citizens at home 
U.S. CiJzens living or 

traveling abroad 
Disaster victlins 

Developing nations 
U.S. citizens at home 
U.S. citizens living or 

travotini abroad 
Disaster victims 

U,S, and foreign medical 
and scientific 
community 



Appendm 1 



Authority 



Total 
Funding 



14. 



National Academy 
of Sciences 
(Institute of 
Medicine) 



No legislative 
authority 
for FY 1 976 

PX. 95^83 
(FY 1977) 



0' 



Activitjes 



Special analysis of bio- 
medjcil research 
propami in the United 
States 



Functions 



Tifpt Group 



Research, icienlifics and 
professionat exchange 



U,S, and foreign medical 
and sciantinc 
community 



\5> National Science 
Foundation 



PX. 81-507 $5,412' 



16. Of nee of Science 
and Teehnol- 
ofy Poiiey 



PX. 94482 



17. 



Overseas Private 
Inveitment 
Corporation 



22 2191 



International cooperation 
in studies on the envi- 
fonment, biology, and 
tropical and communis 
cable diseases 



Ediji^ational and cultural 
exchange 



Science and technQlogy 
policy analysis and 
advice 



Review of Feder al research 
and development 
proirams 



Guariinteci, loans, and 
insurance to U.i. firms 
for: 

. .Olishment or 

parislon of projects to 
manufacture and service 
medical supplies and 
equipnient, pharniiceu-' 
ticilsj etc. 



Development assistance 
Research, scientific, and 
professional exchange 



Research, scientifiCj and 
professional exchange 



Development assistance 
Research, icientlfjc, and 

profeaiional exchange 
Health protection of U,S. 

citizens 



Development assistance 
Research, scientific, and 

professional exchange 
Health protection of U.S. 

citizens 



Development assistance 
Reseajch, scientinc, and 
professionil exchange 
Commercial relations 



Developed and developing 

nations 
U,S, cifizens at home 
U.S. and foreign medical 

and scientific 

community 

Developing and developed 

nations 
U.S. citizens at home 
U.S, and foreign medical 

and scientific 

community 

Developing and developed 

nations 
U.S. business community 
U.S. and foreign medicai 

and scientific 

community 

Developing and deyeloped 

nations 
U^S. business community 
U,S. and foreign medical 

and scientific 

community 

U.S, business community 



Projgeti not primarily 
related to health but 
that do include educa^ 
tion, nutrition pro^ 
gfams, etc. 



- Constfuctiori of health 
racilitles 



New Direction! in International Health Cooperition 



1'B» Intirnational Health-Related Aotivitl^ of the Federal Government 

(Fiscal Year 1976) 



[''fedeiai Agency 



Lejpslattvc 
Authority 



Total 
Fundtiig 
(SUOOO) 



N^tionai Aeronautics 
and Space 
AdminUtration 



P.L, 85^168 $43,015 EnvironmentiU quality 

monitoring 

- Nimbus G 

- SAGK (Stratospheric 
Aerosol and Gas 
Experiment) 

Communication mtelliies 

- ATM (Applied Tech- 
nology Satellite) 

- CTB (Commureiul Tech- 
nology Sateiiite) 



Satellite remofe sending 
— Landsiit (Dernogfaphic 
data^ etcj 



Functions 



Rds^afch, scientinCi and 
protes^iunal exchange 



Rese/3fQh, scientifiCj and 
\r, i)t eS5ional exchange 
Development assistance 
Commercial relations 



Commercial relaHons 
Development assistflnce 
Researeh, scientific, :ind 
professional exchangij 



Target Group 



Developed nations 
U,S, citizens at home 
U.S, and foreign scientific 

and medical 

community 



Developed and developing 

nations 
UJ, citizens at home 
Disaster victims 
U.S. and foreign medical 

and ici untitle 

Qommunity 

DeveiO| iug and developed 

natioris 
U.S, citizens at home 
Disaster McUms 
U.S. and foreigri medical 

and scientific 

community 



Uround-baseil water 
treatment projects 
Water Hyacinth 
Ks%cafch Program 



Development assistance 
Research, seientific, arid 
prorcsiional exciv -r ^- 



Developing nations 
U.S. citizens at home 
V arid foreign medics! 

d s*'ientific 

vimunlty 



TOTAL $43,015 



App#ndix 1 



VC. Health Sarvi«s Delivery Aetivitias O mmw4 hv rua Pr^tecitiort of U..*. Citizens 

(Fiscal Y©4ji 197S) 



FedeiBl Agency 



1 , Canal Zone 

Governmen t 



2, Pgpartment of 
Defense 



AuthoriCy 



PX. 85^861 
P.L. 87493 
KL. 94^19, 
Sfction 740 
NATO Status 
of Forces 
Agfeement, 
1951 



3, U,S* Information - —. 

Agency 

4, Department of ■ 

State 

J, Veterans 

Administration 33 U,S,C. 109 



Total 
Fuiidiiig 
(SI, TO) 



Ac^ptfe^j 



Functions 



87^845 S 25,800 HeaJth serviges dey.try 



Enviionmental health 



Disease control 



Disaster relief 



Edycational and cultural 

cxghknge 



;32S noo' Healih servicei delivery 



Medical diplomacy and 
diplomatic relationi 

Heallh protecdon of U.S, 
citizens 



DevelDpinent assistance 
Health protection of U.S. 
citizens 

Development assistance 
Health protection of U.S. 
citi^ns 

Research, sdentifiCi and 
professional exchan|e 

Reiearch, sciintific^ and 
profesdonal exchange 



Health protection of U.S. 
citizens 



$ 7,000 CHAMPUS (Civilian Health He^th protection of U.S. 
and Medical Propam of citizens 
the Uniformed Servsces) 



Tiiget Group 



$ 7^7 Health services delivery 
$ 8,700' Health services delivery 

$ 1 sJ88 Health services delivery 



Health protection of U.S. 
citizens 

Health protection of U.S. 
citiEcni 



Health protection of U.S. 
citizani 



Developini nations 
U.S. citizens livini or 

traveling abroad 
U,S. and foreipi rnedical 

md scientific 

cominunity 

Developini naUons 
U.S, citizens living or 
traveUng abroad 

Davaloping nations 
U.S. citizens livini or 
traveUiig abroad 

Disaster victims 



U.S, and foreign medial 
and scientific 
community 

U*S. citizens livini or 
traveling abroad 



U.S. citizens living or 
traveiirig abroad 



U.S. Citizens livini or 
traveling abroad 

U.S. citizans living oir 
travelini abroad 



U^S. veteritns and 
dependents 



TOTAL $668,855 



EKLC 



Ntw Diraations In intirnationii Hsilth Cooperation 



1^D« U,S. Contrii^utlons to jnternational Davtlopmant Linding Institutioni and Othtr 
Intimational Organiiations in Support of Intirnational Health Antivlties {1976) 



Jntemitional Develop mint 



LepsUtiva Authortty 



Percent Health 



Estimated Total 
Funding 
($1,000) 



Allan Davilopmerit Bank* 



African Development Fund* 

Intef^American Devglopmunt 
Bank* 



World Bank* 



International Developmont 
Association'* 



World Health Organization** 

Fan American Health 
Organization** 

United Nations Reliel oi^d Works 
Apncy** 

United Nations Fund for 
Population Activities** 

United Natmns Internationai 
Cnlldren's Emergency Fund** 

Internitionil Aiency for Resaarrih 
on Cancer** 

Food and Agriculture 
Ofpnization** 

United Nations Educational, 
ScientifiCi and Cultural 
Organkatlcn** 



P.L- 89^369 
P.L. 92^245 
P.L, 93^537 

P,L. 94^302 

P.L. 86^147 
P.L. §8^219 
P.L. 89^ 
P.L 9M8 
P.L, 90^325 
P.L 9U599 
P.U 92^246 
P.L. 94-302 

P.L 79-171 
P,L. 84^310 
P.L 86-48 
P.L 9UJ99 

P.L 86-565 
P.U 88-310 
PX. 92-247 

P.L 80-643 



22UJ.C. 2221 (a) 



22 t;,S.C. 2219(a) 



22U.S.C, 1926 



60 Stat. 1886 
mS 554 

22 U.S,C. 287 (m^i) 



10 

SO 
7 



100 



Pan American Sanitary Cmie, November 100 
1924 (44 Stat. 2031) 



40 
iOO 
39 
100 
3 
2 



$ 13.620 

7,500* 
16,070» 



16^80^ 



34.913^ 
17,411^ 

15,626^ 
20,000* 
8,698' 
$ 571*^ 
87** 
4512 



United Nations Development 



22 U,S,C 2221(a) 



5,000* 



Appeitdix 1 



fntemationtl Devalopiniifit Percenf HealUi 



Esdmitad Totai 
Funding 



j^n^ Lepslative Authority Aetlvitiss (S!,000) 



United Nations Voluntaers 22 UJ.C 2J01A {b^2) lO 20* * 

Program ~ 

Internationa! Monetary Fund P,L. 79-171 q q 

United Nations Fund for Drug 22 U.S.C 2291 (a) is 462* ' 

Abuse Control 

Total UJ, Contribution to International Daveiopment Linding $ 53 770 

Total U.S. CQntfibutiQn to U.N, Orpnizations $104 156 



Funding for the intefnational hDalth propams of the intirnatiDnif-^ ^Vv^.dpment lending institutions (iDLIs) 
can be dmded m three ways: devilopment assistance approved (ipecincaHy bans md technical assistance)' 
actual funds dispersed; and accumuktjve rmancial assistance. Each of these methods will provide a distinct 
estimate of the annual funding acti^Hties Of the ILDIs, AdditionaUy, the progfams of the development banks 
(Afri^ Developniint Fund, World &«nk, Inter-American Development Bank, Aiian Development Bank) are 
reported according to the relative calendar year or nscal year. The fiscal year In thli context refers to the 
rmancial repoftini year utilized by the U.S. Govemment. In line with these observations a surropte measure 
of t,ic U.S. contribution to heallh proirams rmanced by the divelopment banks in 1976 can be assessed in 
the foUowtng manner: 

VS. Authorized X Percentage of Health Loans 

Contributions and Technicai Assistance 

in FY 1976 Approved by the ILDIs in 

Calendar Year 1976 

These estimates do not renect the total financial involvement of the development banks in the health field' 
however, they would provide a genenl mdlr^tion of the flqw of funds. 

' U.S. funding for the intarn^tionaJ health progmms of the U,N. orianUations can ue estimated using the 
rollowtng surropte measure: 

UJ, AuLhorized X Health-Sector Expenditures 

Contributions b) U.N. Organizations in 

in FY 1976 FY 1976 



Total Expenditures by the 
U.N. Orianizations in FY 1976 



' The African Development Fund receives funds throuih the African Development Bank (aDB). The United 
States is not directly associatad with ADB as a member. 

^The Caribbean Development Bank (CDB) receives funding for its activities through IDB. The United States 
IS not directly associated with CDB as a member. 

included are loans to Yuioslavia, thus renecting a higher estimate of U.S. contributions to the World Bank 
thajfi that repof ted elMWfhere w Chapter 7. The FY 1976 health projects are used as the basis for this calculaUon. 
Direct FY 1976 US. contributfons appropriated by Congress to the International Davilopment Bank for 



New Dimtions in International Health Coootfitmn 



* Based on estimafei of PAHO funding only, excluding World Health Orpnizatiyn eonUibutions, These 
estimates are baled on dsta from Pioposad Program and Budggt EsiJinates, 1?AH0, 1977 and 1978, Pan Ameri- 
can Health Ofgajiization Documgnt No, 14 L Included is administrative f urging, 

^Jncluded are UNRWA*s emeriency rtlief health programs Inutrition, medical services, and sanitatiDf) im- 
provamint). Based on calendar year 1976 estimates proposed by Department of State, Bureau of Int*; mitioiifal 
Orpnization Affairs, 

■Based on calendar year 1976 estimates propaiad by Departmint of State* Buraau ol ^licnutioita' Orgaiii- 
zation Affairs. 

^ Based on caiendar year 1976 estimates propoied by Department of State, Bureau of International Organic 
zation Affairs^ 

* Based totally on U.S. authorized contributions to lARC in FV 19 '6, 

- * Estimates include calendar year 1976 FAO Rigular Prop^an? fimds only, exclusive of contributions from 
UNDP, UNFPA» WFP. and UNEP. Based on data from FAO and Depanment of State, Bureau of Iniernational 
Organization Affairs. 

* ^ Based on caiendar year 1976 data from the Department of State, Bureau of International Organization 
Affairs, 

^ ^ Based on data from the UND? for calendar year 1976. 

* '* Based on 1976 estimates Crom Department of State, Bureau of International Orgam^ation Affairs. 

* ^ Funding data on OECD*s health activities is unavailable. 

- ^Data is based on the total UNVP budget and percentage volunteers involved in the health projects, 

* '^Indudis prevention ^fAtmenti and research actfvitiei in caland^T year 1976. 
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Index of U.S. Government Committees With 
fiiternational iiealth Interests 

2 A, Congressional Committeas Relate to Inttmational Health Activitiei of Gov« 
emmint Aganciei 

House Authorizing Comnilttees 

• Agriculture 

- Agriculture 

- Health, Education, and Welfare 

• Armed Services 

- Defense 

- Panama Can^I Company 

• Banking, Finance, and Urban Affairs 

- ExpQrt4mport Bank 

- Treasury 

• JiOLiCLUion and Labor 

' HraJth, Education, and Welfare 

• Interus'k? HelatiO!*^ 

- ACI fOK 

- Agency for International Development 

- Commerce 

- Defense 

- Environmc::fal Protection Agency 

- Health, £ducation, and Welfare 

- Inter-American Foundation 

- Ovi^rseas Private Investment Corporation 

- State 

- Uni?ed States Information Agency 
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( House Autkoramg Committees continued) 

• Intersty/ce and Foreign Commerce 

- Comnierce 

= Health, Education, and Welfare 

• Merchant Marine and Fisheries 

- Commerce 

- Panama Canal Company 

• Post Office and Civil Semce 

- Department of He^ ^ ucation, and Welfare 

• Public Works and Transportation 

- Federal Aviation Administration 

• Science and Technology 

- Energy 

- National Aeronautics and Space Administration 

- Nationa! Science Foundation 

- Ofnce of Science and Technology Policy 

® Veterans Affairs 

" Veterans Administration 
Senaltg Authorizing Committees 
<i Agriculture, Nutrition^ and Forestry 

- Agriculture 

• Armed Seivices 
« Defense 



• CoxnmarcejScimcy, and Tran&portiition 

— ComaTierce 

-Fadeigl i^viaton i^diriinistfatiQri 

^ National Aejonauties ani Space Adnilnlstralion 

— Office & f ScSgnce and Tgchn clogy Policy 

• Energy and Natural Resources 

— Energy 
- 1 Jiterior 

• Foreigr* Relaticns 

ACTION 

Agincy for International Pevebpirient 

— Com^narce 

— Deface 

— Environriierilal Tr&tection Agency 
--Haalthj Education^ andV^elfare 

— I jitgr-Airierican F&iindation 
Labo J 

^ Overseas Private InTestmpnt Corporation 
-State 

— Unitad States Informatiori A^gency 

• JHuman Resources 

— Healtl, Education^ andVelfare 

— EnvironmiTital JPfD lection Agency 

— Matlc^nal Science Fcurxdatlom 

Office of Science Technology Policy 

• 'VetOTixs A^ffairs 

— ^ Veterans Adaniniitration 



EKLC 



Mm Direetidni in Internationil Health Codperatlon 



Formal U.S. Intaragancy Commlttses Guiding Policy in the Health Sictor 

1, Asian Development Bank 

Committee: National Advisory Council on lntern«tiQnal Monetary and Financial 
Policies 

Participaiits: Departnieiit of the Treasury (Chaifman) 
Agency for International Development 
Department of Agriculture 
Department of Comnierce 
Department of Defense 
Department of State 
Export-Import flank 
Federal Reserve Board 
National Security Council 
Office of Managenient and Budget 

2, Food and Agriculture OrganiEation 

Committee: Food and Agriculture Organization Interagency Comniittee 

Participants: Department of Agriculture (Chairnian) 
Agericy for International Development 
Department of Commerce 
Department of Defense 

Department of Health, Education, and Welfare 

Department of the Interior 

Department of Labor 

Department of State 

Department of the Treasury 

Office of Management and Budget 

Representatives of private food or apicultural organizations 

3, Inter»American Development Bank 

Committee: National Advisory Council on International Monetary and Financial 
Policies 

Participants: Department of the Treasury (Chairnian) 
Agency for International Development 
Department of Apiculture 
Department of Commerce 
Department of Defense 
Department of State 
Export=Import Bank 
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Federal Reserve Board 

Natioiial Security Council 

Office or Management and Budget 

4. Interriational Monetary Fund 

Committee: Natioiial Advisory Council on International Monetary and Financial 
Policies 

Participants: Departjnent of the Treasu^ (Chairniari) 
Agency for Intematioaal Development 
Departinent of Agriculture 
Departinent of Commerce 
Departinent of Defense 
Department of State 
Export-Import Bank 
FederaJl Reserve Board 
Natioiial Security Council 
Office of Management and Budget 

5. United Nations Children's Fund 

Committee: United I^ations Economic Committee 

Participants: Departrnent of State CChairrnan) 

Agency for Intemational Devalopment 

DepartmexiL of Agriculture 

Departnient of Healthy Education^ and Welfare 

6, United Nations DevelopiTient Program 

Committee: United Mations Economic Committee 

Participants: Departnneiit of State (Chairman) 

Agency for Intemational Development 

Departnnent of Agrteulture 

Departrtient of Corrtmerce 

Departmeiit of Health, Education, and Welfare 

Departmeiit of Labor 

Department of the Treasury 

7, United Nations Envb&nmental Program 

Committee: Committee on Internationa! Environmental Activities 
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New Directioni in InteFnaiional Health Cooperation 



(United Nation *s Enviranmmmi Program contimied) 

Participants: Department of State (Chairman) 

Agency for International Development 
Central Intelligence Agency 
Council of Economic Advisers 
Council on Environmental Quality 
Department of Agriculture 
Department of Commerce 
Department of Defense 
Department of Energy 

Department of Health, Education, and Welfare 

Department of Housing and Urban Development 

Department of th^ interior 

Department of Justice 

Department of Labor 

Department of Transportation 

Environmental Protection Agency 

National Acaderny of Sciences 

National Aeronautics and Space Administration 

NatJonal Science Foundation 

Office of Management and Budget 

Smithionian Institution 

U.S, Information Agency 

8. United ISations Fund for Drug Abuse Control 

Committee: Cabinet Committee on International Narcotics Control 



Partlcipaiits: Departnient of State (Chairman) 

Agency for International Development 
Central Intelligence Agency 
Department of Agriculture 
Department of Defense 
Department of Justice 
Department of the Treasuty 
National Security Council 
Office of Managament and Budget 
U,S, Information Agency 

9. United Nations Fund for Population Activities 

Comniittee: United Nations Economic Committee 

Participants: Department of State (Chairman) 

Agency for International Development 
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Department of AgriculturQ 

Department of Commerce 

Department of Health, Education, und Welfare 

Department of Labor 

Department of State 

Department of the Treasury 

10. World Bunk 

Committee: National Advisory Council on International Monetary and Financial 
Policies 



Participants: Department of the Treasury (Chairman) 
Agency for Internationa] Developnient 
Department of Agriculture 
Department of Commerce 
Department of Defense 
Department of Stati 
Export-Import Bank 
Federal Reserve Board 
National Security Council 
Office of Management and Budget 



Note^ List inchidei only fonnal interagency comfnitteei or advisory comniittets involvinf t^o or more 
agencici. Them ware idantifif d in the lumy is bodiis relied upon by agancies to caoTdinate the 
formuUtion or impleTnenution of policy toi^ard organizations. 

Source ti.S. Senata, Comraittce on Gpv§rnment Operations* 1977. U,S, Participation in intirnational 
Orpnteationi. VaahingtOfi* D,Cj U.S, Go^rernment Printiiig Office. 
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Difectiens in Internttipnal Haalth Cooperation 


Fedsral Adviiory Committees Involvad in Int 


ernational Hsalth 




Purposg 


Adviiory Committee of the Export-Import 1 954 
Bank &f the UnitnrfStatei frerminatud 1977) 
(E5« port-import Bank) 


To advise the Expor t^lrnport Bank about 
its program 


Advisory Committee on Science and 1 973 
Technology and Foreipi Affaiji fTcfminated 1975) 
(Depgrtmant of State) 


To provide outiidg exporllie and counsel 
on current and long^rangg foreign affairs 
problgmsand opportunities created by 
or involving scientific or techrialogical 
diveloFment 



Advisory Ceinmiitee on Science, 1973 To advise with fespact to leneral policy 

TechnoloB^i and Human Values concefning types of research and edu- 

(National Endowment for the cational activities that will be useful in 

Huntanities) the advancenient of sciencei technology * 

and human values 



Advisory Cornmittie on Voliinlary 
Pofeign Aid(Agen0^ for Interna- 
tional Dayalopnient) 



Advisory Council of the Overieas 
Private Iflvestment Corporation 
(Overseas Private Invastment 
Council) 

Adviiory Comfnittee of U.S. Participa^ 
tioji in the U.N, Conference on 
Human Settliinenti (Departmant of 
State) 



Agency for Interniational Development 
Rese^ch Advisory Committee 
(Agency for Internationai 
Developinent) 

Board for Inlemational Pood and 
A^' cultural Development (Agency 
for Intemitiofial Development) 



Board of Forai^ Scholixships 
(Department of State) 



National Coinniiirion for the Ob^rvancii 
of World Popaktion Veif 
(Depaftmerit of State) 



1970 
(Terminated 1977) 



1976 

(Coniideied by Depart- 
rnant of State as not 
within the Advisory 
Committee Act; terniH 
nated 1976) 

1962 



1976 



1946 

(Considered an opere^ 
tional* not advisory, 
committee; terminated 
1976) 

1974 

(Consdered by Depart^ 
ment of State as not 
within the Advisory 
Committee Act) 



To coordinate governniental and private 
proirams In the Held of foreign relief 
and register ind wurk with interested 
i^gencies and p'uups 

To serve as a link between OPIC and 
the private business community 



To promote natioiial observance in the 
United States of the U.N, conference on 
habitat and a better understanding of 
the problem 5 of our environment 



To provide fuidance on the AID re- 
search propariij appraiie all research 
proposals, and evaluate progiess 
research projects 

To assist in the idmiriistration of pro^ 
grams improving international efforts, to 
advise about more effecttve application 
of apicultural sciences, and to increase 
world food productioni thereby 
strengthening agrioultural institutional 
development and research and providing 
increased and longer support for scien- 
tific solutions to food and nutrition 
probienis of deviloping countries 

To select studafits» scholars, teachers, 
trainers, and otlier persons to participate 
in the e^dia^a programs conducted 
under the Mutual Educational and 
Cultural Exehaiiie Act 

To proniote in the Uriited States appro- 
priate observaiiice of 1974 as Population 
Year and to create a better understanding 
of the problems of population growth 
and the relationihipof this problem to 
the qualify of human life 
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Ctjmmitftu Namf 



Date of Urigin 



Nutionol Commimon on the Obsurvoncy 
□f Internatjoniil Womtin's Year, 1975 
(Dupartmiint of Statu) 



Nattonui Reviow Board for thy Center 
for Culiuriil and Tuchnical Intyr^ 
changs fietvvyon East and West 
(Departmicni Of Statu) 



1 975 

(Considered by Dypart- 
ment of Statu u not 
within thy Advisory 
Committeu Act* tyrnii- 
nated 1978) 

1965 
(Tertftinated 1976; 
consoiidutyd) 



To pfomote in the Unitud States obscr* 
vance of 1975 as Inturnational Womcri^s 
Year, us proclaifried by the United 
Naticins General Assembly 



To review the program and operations of 
the East-West Center from the stand- 
point of the riational Inteiest and advist^ 
the Secretary of State through the Assil= 
tent Secretary for Educational and 
Cultural Affairs 



National Voluntary Serviee Advisory 
Council (ACTiON) 



1973 
(Terminated 1976) 



To advise the Director of ACTION vAih 
respect to policy matters in the admin- 
istration of the Domestic Volunteer 
Service and Peace Corps Acts, and upon 
his/her requeit review the effectivenoss 
of programs under those acts and mal^e 
recommendations for improyeinentSi 
such as eliminating duplication of 
efforts 



Uriited States Advtscry Commission on 
International Educational and Cuh 
tural Affairs (Department of Stale) 



United States Natlonil Commisston for 
UNESCO (Depaftment of State) 



1961 



1946 

(CDnsidered by S tate 
Departrnent as not 
within Adviiory Com- 
mittee Act) 



To formulate and recommend to the 
President polieiei for exercising author- 
ity under the Mutual Educational and 
Cultural EKchange Act and to appraise 
the offectjveness of programs carried 
out by it 

To associate the principal bodies inters 
eited in educational, scientifiCi and 
cultural matters with the work of 
UNESCOi act in an advisory capacity 
to their national deleiatioris, and fune^ 
tion as liaison agencies (as specified in 
the constitution of UNESCO) 



References 

Foreign Affairs Division - Conpessional Research Service^ Library of Congfess. 

General Services Administration. Federal Advisory Committeeii Fifth Annual Report of the President; Calendai 
Year 1976. 

Office of Management and Budget. Advisor Committeei Reconimendad for Temiinatlon or Consolidation 
(mimeo). Spring 1977. 

U.S. Congress. Senate Committee ori Foretin Relations and Houm Committee on International Relations, April 
1975* Role of Advisory Committees in U.S. Foreign Policy, Washington, D,C.i U.S. Government Printing 
Ofnce. 
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Annotated List of U.S. Government Programs 
in International Health 

3^A. Aginaiis ©f the UJ. Govtrnment and Their Program Involvtment in Interna- 
tional Health 

1. Action 

The purpose of ACTION is to strengthen the impact and appeal of citizen par- 
ticipation In programs providing persanalized saivices* both at home and abroad, to 
piople whose needs are compelling. In striving to reach Its goal of a systeni of volun- 
teer service which uses to the fullest advantage the powder of the American people to 
serve the purposes of this nation, the agency identifies and develops the widest pos- 
sible range of opportunities for mobilizing the American spirit of service among all 
ages. It provides centralized coordination and administration of domestic and inter- 
national volunteer activities sponsored by the Federal Government. 

ACTION was created as an independent agency under the provisions of Reorgan'^ 
ization Plan 1 of 1971 , effective July 1, 1971 , and Executive Order 11 603 of June 
30, 1971, with legislative authority provided by the Peace Corps Act of 1961 (75 
Stat, 612, as amended; 22 IJJ.C. 2501 X for international operations (see Figure 13). 

Progrims and Aatiyitles 

The Peace Corps. On creating the Peace Coipi in 1961 , the Congress declared 
that it would have as its mission the promotion of world peace and friendship; it 
would help the peoples of other countries in meeting their needs for trained man- 
power; it would help promote in the American people a better understanding of 
other peoples throughout the world. 

To fulfill its mandate, men and women froni all ages ajid walks of life are trained 
and then placed overseas in countries where needs are critieal, those that request 
volunteers to aid in their economic and social development Volunteers sem for a 
2-year period, work in the communities to which they are sent, and live among the 
people they are helping. Beyond the immediate detnandi of their jobs, they are 
expected to become involved in community life and to deinonstrate, through their 
voluntary senfice, that people can be an essential impetus for development. 

These volunteers work primarily in the areas of agriculture/rural development, 
health, and education. Programs coordinate efforts to match the skills and commu- 
nity-level approach of the volunteers with the resources of host country agencies and 
other international Ofganizations. In the field of health, volunteei^ are trained and 
perform activities such as health seivices delivery, health planning, health education, 
disease control, and sanitation. 
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Figure 13« Action 
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ERIC 



Now Dir^tioni in Intemational Hsalth Cooperation 



Sour^ of Information 



For further inrormation on the international health activities of ACTION, con- 
tact the Office of the Deputy Director. 

2. Agency for International Development 

The Agency for International Development (AID) carries out assistance pro- 
grams designed to help the people of certain developing countries use to best advan- 
tage their human and economic resources, increase produgtive capacities, and 
improve the quality of hunian life, as well as to promote economic or political sta- 
bility in friendly countries. 

The Foreign Assistance Act of 1961 (75 Stat. 424; 22 U j.C. 238 1), as amended, 
authorizes the President to exercise his functions under that act through such agency 
or officer of the US. Government as he may direct. E^cecutive Order 1 0973 of 
November 3, 1961, as amended, delegates to the Secretary of State the authorities 
set forth in the Foreign /assistance Act of 1961, as amended, and in certain other 
acts with limited exceptions (see Figure 14). 

Programs and Aativititi 

Specifically, AID administers progranis under the Foreign Assistance Act, within 
the following major categories of assistance. 

Development assiitance. AID focuses its development assistance progranis on 
critical problem areas in those functional sectors which affeot the lives of the major- 
ity of people in developing countries. Some areas of concentration are nutrition, 
population and famiJy planning, health, foreign disaster relief, and American hos- 
pitals and schools abroad. Specific activities in these areas include: 

• Nutrition - nutrition planning^ food fortification, development of indigenous 
foods, and introduction of new food technologies (Purposa: To alleviate starva- 
tion, hunger, and malnutrition by means of agriculture, nutrition, and rural 
development propams, to provide basic services for poor people by enhancing 
their capacity for self-help, and to increase agricultural production in those 
countries which have the lowest per capita incomes and which are most seriously 
affected by sharp increases in worldwide commodity prices; to increase the pro- 
ductivity and income of the rural poor through such plans as strengthening local 
institutions - including financial institutions, stimulating small, laboNntenslve 
rural ente^riseSj expanding small-scale rural infrastructure and utilities, and 
establishing more secure and equitable land tenure arrangemants.); 

• Population and ftmily planning demographic data collection, fertility control 
research, family planning services, manpower and institutional development, and 
communications (Purpose: To increase the opportiinities and motivation for 
family planning and to reduce the rate of population powth.); 
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Figure 14. Aganoy for International Devalopmint 
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Niw Oirectlani in International Health Cooperation 



• Health - delivery of health se^ices, health pianning, environmental health, dis-^ 
ease prevention and control, research, and health manpower development (Pur- 
pose: To prevent and combat disease and to help provide health services for the 
great majority, with emphasis on low-^cost integrated delivery systems especially 
for rural areas through community outreach programs.); 

• Foreign disaster relief - rehabilitation programs, research on technology for 
disaster preparedness, emergency relief health services; 

• American schools and hospitals abroad - demonstration and support of US. 
medicine abroad through health services delivery and training. 

Specific titles and provisions. To implement development assistance programs 
within [ts basic areas of concentration, AID utilizes the following tools authorized 
by the Foreign Assistajice Act: (1) development loans, repayable in dollars, empha- 
sizing assistance in long-range plans and programs designed to develop economic 
resources, increase productive capacities, and improve the quality of human life; (2) 
technical cooperation and development grants to promote economic development, 
with emphasis on assisting the development of human resources, including specific 
authorities for grants to UJ. research and educational institutions, American schools 
and hospitals abroad, private re^stered U.S. voluntas agencies in reimbursement for 
international transportation costs on their shipments of humanitarian relief, and 
rehabilitation supplies; (3) housing and other credit guaranty programs including 
agricultural and productive credit and self»help community development programs in 
Latin America; and (4) development research into, and evaluation of, the process of 
economic development. AID programs in Latin America are conducted through the 
Alliance for Process which emphasizes the development of both human and eco- 
nomic resources. 

Loan and grant assistance for programs relating to population growth are pro- 
vided to foreign govaminents, the United Nations, Its specialized agencies, and other 
international organizations and programs, U J. and foreign nonprofit organizations, 
universities, hospitali, accredited health institutions, and voluntary health or other 
qualified organizations. To prevent famine and establish freedom from hunger, AID 
provides assistance to strengthen the capabilities of land grant and other eligible U.S. 
universities to cai^ out programs of teaching, research, and extension work over- 
seas, and to support inititution-building programs for development of national and 
regional apicultural research and extension capacities in developing countries. With 
respect to all assistance programs, emphasis is placed on ensuring maximum partici- 
pation in the task of economic development by the people of the developing coun- 
tries, throu^ the encouragement of democratic private and local government 
institutions. Special emphasis is given to programs which tend to inte^ate women into 
the national economies of developing countries. Assistance may not be provided to 
any country engaging in a consistent pattern of human rights violations unless such 
assistance will directly benefit the needy people in that countiy . 
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Reimbursable DevelopmeiilPrcgram^ AID aJso adrnmisteoa Reimbursalle 
Development Program tinder which friendly countries am pro^^ided, thrcugrt 
cDuht^flnanced arrangiments, U.S, tachniaal ^^icis,. cojninoditieSj trainlnii etc. 
These programs are particularly geared t^thoie deyalppirig coniitries in which ITJ. 
cDncessionaJ aid programs have been concluded cr whoii natural resources an o f 
intarest to tJie United States. 

Security suppDrting assistance and Middle East a^istance. AID admlniit^rs tlie 
provision of ecojiornic aiilstance to friendly coixiitries, orgaiiizations, arad eligible 
bodies in order to support or promote eccn^nilc or political stability, dimitly ^ tha 
principal recipients of such assistance are ihm coiintries of the Middle Esst, 

International disaster asslstanca, AID administers famiiie and disaster retiaf a^iis^ 
taiice to foreigii countries and maintains fiovernrnentwide coordiiiatLon cf relief and 
other aid activities in support of urgent htimanitarian and disaster neidsp abr^^d. In 
this regard j the Ag&my coordinates and cooperates ^iththe United JJationSs othier 
inteniationaj organizations, and other dono^. Spaeial consideration ispven to the 
role cf j\merican private and voluntary' agencies^ 

The Foreign Assistance Act also grants special authority for assistance 
drought^stricken. nations of Africa^ including the Africaji Sahel. 

Latin Americati development. AID administeri assistance programs fortJi^ deval- 
opniant of Latin Araericaj particularly to foster regional and hernlsplieric cooperi- 
tlon and development (Latiri American Development Act of 1 950). 

Food for Peace PrograinJn coopeJation ^vith the Department of Agriculture, 
AID participates in the sale of agricultiiral comiriodities on aoncesilOT teriiii under 
Title lofPuilic law 83-480 to ancouraga accn^mic de'velopiTientjtoaMiitiJicoan- 
batini hunger and malnutrition ^ and for ^thex purpoiei, Wilder Title Ilj AID idmln- 
isters the donation of agricultural coiminodities to meat fainine or otlier u^^nt 
eKtmordinary rellaf requirenientij to com tat maJnualticnj to jpromateeconcmic 
and community development^ aaid to supply Hi^dy paiBOiisand nonprofit sclooL 
lunch and preschool feeding programs outslda thie United States (Public Iw 83-480 
- Apiciiltural Trade Developnient and Assistance Act of 1 954, as amended)*! 

Source cf Information 

Additional infonnation on AID Intematlonal healtli programs can be obtained 
froni th€ Office of Rrop^am and Policy" Coordination^ Prior to 1977 an ajinual report 
of AID interaational health programs ws avajlabk, 

3, Canal Zone Goyernnient 

ITie CanmlZone Govemnimtis resf or^slble for the parfbrniance of mriouJi 
cotiriectcd with the civil governnientindadltig health, sanitation, and pf€Dtec*on ^f 
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thij Canal Zone, To this end Jt maantate andoper3.tes sucliseivices as schools, hos» 
pitili an^ other health and saiiitation servtei, police and fire forces^ poital se^lcei, 
a^d custcmi and imonigraticn siryices^. 

The Canal Zone Oo^femment wm citablislied as an indepejid^Jit agejicy by the 
A.ct of i^ugust 24, I SI 2 (37 Stat. 561 D, as ameiided hy th& act of Sejteinber Z-€, 
1 S5P (64 Stat. 1 04 1 and codified in lection 3 1 of Title 2 of the Canal Zom Cole 
in^Mml 7). 

The Canal Zone Ooverrimarit isatol^iitpred the Governor of the Canal Zone, 
uriderth^supervisioiiof theSecratafy" of the Anny. 

Sour^ Infermaticn 

AddillonaJ inforaiation on int^TnationalheaJth activities iriay be obtained from 
the Office of the Secretary. 'Hie PaJianna Canal Conipany, m cmjmo\\ot\ with 1ha 
Canal Zom Govemmgritj produces an annual report detailuig its actWtles if\ thia 
CanaJ Z^mt 

4. DepMtmeiit of Agficulttirg 

TTie Departmint of Agriculture (U'SD^) worJcs tciinprcye and rraaintaiji faxm 
in coma wid to develop and mpmi marksls atroad for agricultural pioducta, USD A 
helps to curb mnd to cure poverty, Jiurxger^ and tiialm\itr11iDn. It vvorks to enJiartce the 
emvircinnm^nt and to inaintatn production capacity by lielping landovs^neirs protect the 
soalj ^ater, forests, aid other natural r^soiafces. Rural devglop jusnt, credit, mS coii^ 
si»vation proK^ams aia key resoiirc^s For trying oiitn^^ grov^tli policiei, 
USD A rafiearch findijngs directly or in Jirectly benefit all Araerioans. Tlirough inspec- 
tion and firadijig services, USD A saf egiaards and asii^xei standairdi cf quality in the 
daily food supply. 

ac^t of Congress, approved Mtay 15^ 1862, created the Departmarit of Api^ 
cu3ture, ^^hie^l was admMlst^red by^ aConamissiow of A^cidtura until 1889 C12 
Stat 387-5 ir,S.a 511, 5 16) <iee Figure 15), 

Pmgwm^ and ^ativitiei 

Ajriewlturc Research Service Tlie tasic naJssicn of Agiiculture Research Service 
(A^SD is -to provide t3ie necesia^ k Jto^leagi and technolos^ sc that Jame^ cm 
prodiiCiftod ^fflcieratlysCoiisirve the cnvTroninent, and meet the food and fiber 
needs of chi U^nited States. 

AJRS works to imjrove quaiaty yield of field andlicrticultural crops aad 
related prcductlon technology; ffrotict crops against dlseaias, pmU, and pollutants; 
and pronictei the use of nonpesticidal imethods, v^hm appropriate , to prive^t resi- 
dues and avoid contaminating the eriVlronCTeril. 



Appendix 3 
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ARS is studying and testing ways to develop superior strains of livestock and 
poultry; to control diseases and parasites affecting these animals; and to iinprove 
feeding and management practices that provide efficierit productioii, while avoiding 
or minimizing pollution from animal wastes. USDA's foreign technical assistance 
programSi for examplej provide consultants to supply expertise ranging from assist- 
ing in animal quarantine techniques to helping to eradicate tubarculosis among daiiy 
cattle, 

ARS is also involved in human nutrition research --such as appraising food con- 
sumption patterns and dietaty levels of individuals, households, and populations — 
and in determining human needs for foods, nutrientSi and diet pattarns. 

A national program staff in ARS concantrates upon ensuring the proper inter- 
action, balance, and distribution of research effort. In addition, an International 
Pro-ams Division administers foreign reiearch activities for the Department under 
the Special Foreign Currency Research Program and related legislation. TTiis Division 
coordinates ARS activities in intemational economic, technical, and cooperative 
assistance and relations, including training in this county in ARS subject-mattir 
fields for foreign nations. Cooperative reiearch activities in the health field are also 
coordinated through this office. 

Other intemational activities. USDA food aid pro^aitii include PX. 480 grants^ 
focusing on the goal of eradicating hunger and malnutrition. The Commodity Credit 
Corporation extends credit to enable poorer countries to buy needed food stocks. 
Additionally^ USDA supports studies by the Nutritional Apibusiness Group of 
AID-funded programs. Recent studies have benefited nutritianal programs in Colom- 
biaj Brazil, and Yemen. USDA, under contract with the World Bank* performs nutri- 
tion research. 

Sourcs of Informition 

Additional data on the international activities of USDA may be obtained from 
the Office of Intemational Affair. 

5. Department of Commerce 

The Department was designated as such by the act of March 4, 1913 (37 Stat. 
73\6; 15 U.S^C. ISOl), which reorganiEed the Departnieiit of Commerce and Labor, 
created by the act of February 14, 1903 (32 Stat. 825; 15 US.C. 1501), by trans= 
ferring all labor activities into a new, separate Department of Labor (see Figure 16). 

Programs and Aotivitidi 

Offlce of the Secretary. The Secretary is responsible for the administration of all 
functions and authorities assigned to the Department of Comnierce and for advising 
the President on Federal policy and pro-ams affecting the industrial and commer- 
cial se^ents of the national economy. 
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Figure 18, Dtpartm&fit of Domrntrce 
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Domestic and International Business Administration, The Domestic aiid Interna- 
tional Business Administration (DIBA) was estoblished on November 17, 1972, by 
the Secretairy of Comrnerce. DIBA was established to promote the growth of U.S. 
industry and commerce, foreign and domestic; to stimulate the expansion of U.S. 
exports; and to prepare and execute plans for industrial mobilization readiness 
through government and business cooperation, 

Iiiternationa] Commerce, The Bureau of International Commerce (BIC) helps 
U,S. business sell its goods in international markets by providing cominercial, eco- 
nomic^ and marketiiig information on export prospects and methods of marketing 
gDOdSf and it also provides information on prospective customers. 

The Bureau conducts export development activities (involving biomedical and 
health-related supplies and equipment), to increase national awareness of export 
opportunities, impfove government-business cooperation^ and assist U.S, firms on 
specific m^'or t^xport projects; and manages export promotion and export expansion 
facilities, such as trade fairs and trade centers, to stimulate nonexporting U.S. busi- 
nesses to participate in overseas markets and to enlarge sales for present exporters. 

National Bureau of Standards, "fte National Bureau of Standards (NBS) was 
established by act of Congress on March 3, 1901 (3 1 Stat. 1449, amended; 15 
U J,C, 271-286). The Bureau provides the basis for the Nation's Sigasurement stan- 
dards, TTiese standards are the means through which people and nations buy and sell 
goods, develop products, judge the quality of their environment, and provide guide- 
lines for the protectiort of health and safety, The Bureau's overall goal is to 
strengthen and advance the Nation's science and technology and faeilitate their ef- 
fective applicatioiti for public benefit. NBS is involved in projects aimed at dealing 
with such national concems as energy corise^atlon and research, flre protection and 
prevention, consumer product safety, and public health. 

touree of Informition 

Further information may be obtained from \the Bureau of International 
Commerce. 

6. Department of Defense 

The Department of Defense (DOD) operates a large health system for the benefit 
of military personnel and their dependents. 

Overall policy and coordination ^re in the hands of the Assistant Secretary for 
Defense for Health Affairs. The Surgeons General have responsibility for their 
respective health services (see Figure 17), 
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Pigum 17. Papartmtnt of Ddfense 
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New Dlr^ions In Internationai Health Gdopfration 



Programs and Activities 

Intaniational hialth activities include the provisioii of care to military personnel 
stationed abroad and their dependents, and a proprani of infectious disease reiearch 
as it relates to tropical rnedicine. DOD die engagei m the health training of foreign 
nationali and emergency overseas disaster relief activities. The major purpoie of the 
health training and research activities is to increase the medical research intelligence 
capabilities of the foreign country, as well as provide health personnel trained in 
field testing and drug and vaccine evaluation. DOD also maintains a Medical Intelli- 
gence Infonnation Agency which surveys world health conditions. 

Sourat of lufcrrnition 

Furthir data on DOD international health programs may be obtained from the 
Defense Health Council , Ofiflce of the Assistant Secretary for Defense Health 
Affairs. 

7. Department of Energy 

The Department of Energy has reiponsibility for the coordijiation and imple- 
mentation of U.S. energy policies. This includes energy resource development and 
use; priciiig and allocation; research and development in foisil^ nuclaar, fusion^ solar 
and geothanTial energy; and conservation measures. 

On August 4, 1977j the Department of Energy was authorised under P. L. 91-9S 
(see Figuri 18). This public law brought together into one cabinet department all 
the functions of the Federal Energy Administration, the Federal Fo^ar Commission, 
and the Enargy Research and Development Administration; the ICC functions re- 
lated to transportation of oil by pipeline; the Commerce Departinent functions 
related to indiu^trial ener^ conseTOtion; and HUD authority to set energy conser- 
vation standards for new buildings. 

Ffogrinis and Aistivities 

In the field of international health, the Department of Energy performs biomedi- 
cal research on populations exposed to nuclear fallout. In FY 76 (under ERDA) this 
mcluded the populations of Nagasaki^ Hiroshima, and the Marshall Islands. 

Sour^ of Ihformation 

AdditifttiaJ information can be obtained from the Aisistant Secretary for Envi- 
ronment and the Assistant Secretary for Intemational Affairs. 

8, Dapartnneiit of iiealth, Educationi and Welfare 

TTie Dipartment of Health, Education, and Welfara (HEW) has general responsi- 
bility for gDvemmental action to promote health (see Figiure 19). 
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Figure 1S. Depurtmant of Energy 
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FIguri 19. Dspartmant of Healthi Eduaatlon, and Welfare 



Office of 
inspector 
Geniral 





r Saart tary X 


4ssiStan! 

to ihi Secfeiary 


L Untfar 7 
\ Sesratai^ L 






E^eoulive 

Asiistant lo 

the Under Seeretary 





Officg of 

Conigmer 

Affairs 




Secrefartat 



Office iQr 
Civii Rights 



Office 
Aasistant 
Sacratary 
(Legislation) 



Offiee of 
Assisiint 
Secraliiy 
f Public Affiirs) 



Office of 

Asiistint Sicretary 
(Pianning and 
Evaluaiion) 



Office of 

Geniral 

Couniel 



Office of 
Assistant 
Saeretirv tor 
Personnil 
Adminis'tration 



Oiiice ot 
Aisiitant 
Sacritary for 
fi^anigenierii 
and Budget 



Office of Human DiVilopmtnt 
Asiistant Secretarv for Human Development 
AdministrsiiQ.n on Aging 
Office Of Child Oiyiiopmfint 
Office Of Youih Diveiopment 
Office for Handicapped indiwidyaii 
Pfesidont s Committee on Mental RftarditiDn 
Office of Nativf Ameficin Progrims 
Rihabiiitation Servicii AdministratiDn 
Public Services Administrition 



Public Health Service 

Assistant Secretafv for Health 

Canter for Disiaee Control 

Food and Drug Administration 

Hialth Resources AdniinistraiiDn 

Health Services Admlnistfatiofi 

National institutei of Hialth 

Alcohol. Drug Abuse, and Mental Health Adrn mist rat ton 

Pfesident's Council on PtiyiiEa' Fitriiss and Spofli 



Healthcare Financing Admin istration 
Adniinistratof 

Medical Ssfvicei AdministratiOf^ 
BufSiuof Heaitn insurance 
iyreau of Quality Assufance 
Office Of Long-Term Gare 



Social Sicurity AdminiitrBtion 
Coilimissidner 

Office of Management and AdminiglratiQn 
Office of f^rogram Policy and Planning 
Office ol Pfogram Operifions 
Office of External Affairs 
Bureau of Hearings and Appeaii 
Assiitinei PayfTients AdfTimiilratiQn 




Office Of 
Child Support 
Enforeenient 



Edtjcation Division 

Assistant SiCritary for idygation 

Office of Education 

National Inititutt of Education 



284 



3x0 



Appendix 3 



Programs tnd Aetivitles 

Public Health Service. The Public Health Service (PHS) has its origin in an act of 
July 16, 1978 (ch. 11, 1 Stat 60S), authorizing marine hospitals for the care of 
American merchant seamen. Subsequent legislation has vastly broadened the scope 
of its activities.ThePHS Actof July 1, 1944 (58 Stat. 682; 42 UJ.C. 201) consoli- 
dated and ravised substantiaily all existing legislation relating to PHS. The basic PHS 
legal responiibilities have been broadened and expanded many times since 1944. 
Major organizational transfers have included vital statistics (1946), health mmm% 
for the American Indians and Ajaska Natives (1955), the National Library of Medi- 
cine (1956), and the Food and Drug Administration (1968)= 

Other important functions added after the original act include expanding graiits 
to States for health services, providing financial assistance to health professions edu- 
cational institutioni, and conducting national health surveys. In addition, HEW sup- 
plies grants to State and local agencies for comprehensive health planning and funds 
for research in improving the delivery of health services. 

PHS is the Federal agency charged by law to promote and ensure the highest 
level of health attaliiable for every individual and family in America and to devdop 
cooperation in health projects with other nations. The major functions of PHS are: 
to stimulate and assist States and communities with the development of local health 
resources and to further development of education for the health professions; to 
assist with improvement of the delivery of health services to all Americans; to con- 
duct and support research in the medical and related sciences and to disseminate 
scientific infomiation; to protect the health of the U.S. population against impure 
and unsafe foods, drugs, and cosmetics, and against other potential hazards; and to 
provide national leadership for the prevention and control of communicable diseasi 
and other public health functions. 

PHS consists of six operating agencies, with the Assistant Secretary for Health 
exercising direct line authority over these health agencies. Also under the Assistant 
Secretary for Health is a staff office known as the Office of International Health 
(OIH). Tills office is responsible for international health policy and program coordi» 
nation. Activities of OIH in FY 1976 included the administration of bilateral scien- 
tific a^eements, iiite^ation of domestic and international activities, administration 
of the Special Foreign Currency Program, and sponsorship of the International 
Health Representative Committee. OIH also provides technical assistance in health 
planning and develops geographic health studies. 

The six operating agencies of PHS include: 

• Alcohol, Drug Abu^, and Mental Health Administration - TTie mission of the 
Alcohol, Dnag Abuse, and Mental Health Adminlitratlon (ADAMHA) is to pro- 
vide leadership in the Federal effort to reduce and eliminate, where possible, 
health problenis caused in the United States by the abuse of alcohol and drugs. 
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and to genarally improve the mental health of the people of the United States. 
ADAMHAhas threi m^'or components: tha National Institute on Alcohol 
Abuse and Alcoholism, the National Institute on Drug Abuse, and the National 
Institute of Mental Health. ADAMHA undertakis various international risearch 
activities^ including research on mental illness and drug abuse prevention and 
control ; 

• Center for Dlsea^ Control - The Center for Disease Control (CDC) was eitab= 
lished as an operating health agency within the Public Health Service by the Sec- 
retary of Health, Education, and Welfare on July 1, 1973, It is the Federal 
agency charged with protecting the public health of this country by providing 
leadership and direction in the prevention and control of diseases. It comprises 
eight m^or operating components: National Institute of Occupational Safety 
and Health, Bureau of Epidemiolo^, Bureau of Health Education^ Bureau of 
Laboratories, Bureau of Smallpox Eradication, Bureau of State Services, Bureau 
of Training, and Bureau of Tropical Diseases. 

CDC administers national programs for the prevention and control of com- 
municable and vector-bonie diseases and other conditiom, such as childhood 
lead-based paint poisoning and urban rat spread. CDC directs and enforces for- 
eign quarantine activities and regulations; provides consultation and assistance in 
upgrading the performance of clinical laboratories; evaluates and licenses clinical 
laboratoriei engaged in interstate commerce; and administers a nationwide pro- 
gram of reiearch, information, and education in the field of smoking and health, 

To ensure safe and healthful working conditions for all working people, 
occupational safety and health itandards are developed, and research and other 
activities are carried out throu^ the CDC*s National Institute for Occupational 
Safety and Health. 

The Center also provides consultation to other nations in the control of pre- 
ventable diseases, and participates with national and Intemational agencies In the 
eradication or control of communicable diseases and other preventable con- 
ditions; 

• Food and Drug AdministratiQn - The name *'Food and Drug Administration" 
(FDA) was first provided by the A^culture Appropriation Act of 1931 , ap- 
proved May 27, 1930 (46 Stat. 392), althou^ simUar law^nforcament functions 
had been eairied on under different organizational titles since Januaiy 1, 1907, 
when the Food and Drug Act of 1905 (34 Stat. 768; 21 UJ.C. M5) became 
effective* 

FDA activities are directed toward protecting the health of the nation 
againit Impure and unsafe foods, drugs, and cosmetics, and against other po- 
tential hazards* 
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FDA organization includes the Bureaus of Biologies, Drugs, Foods, Radio- 
logical Health, Veterinary Medicine, Medical Devices and Diagnostic Products, 
and Toxlcological Research. While international research and establishnieiit of 
international standards for food and drug safety are part of the o\'erall responsi- 
bility of FDA, the most important international lesponiibilities in terms of man- 
power and budget are assurance of quality standards in imported and exported 
food and pharmaceuticals. To support these regulatory responsibilities^ FDA 
inspects foreign companies. FDA also serves as an international source forinfor= 
mation on food and drug standards; 

Health Resources Administration - The mission of the Health Resources Admin- 
istration (HRA) is to provide leadership related to requirements for and distribu- 
tion of health resources including manpower traiiiing. HRA has interiiational 
health responsibilities primarily in the area of research training. The purpose of 
this activity is to increase the availability of health manpower wofldwide. The 
training serves to strengthen the county's health, demographic, and population 
data bases. Major components of HRA Include: 

^ Bureau of Health Manpower. The Bureau of Health Manpower plans, develops, 
and administers prop^ams in planning, coordinating, evaluating, and supporting 
the development and utilization of the nation's health manpower Its programs 
are designed to strengthen State and local health manpower capacities as well as 
to devise new approaches to health manpower development and use. 

The Bureau deals with questions of foreip medical graduates and with 
health resources issues; 

- Bureau of Health Planning and Resources Development. The Bureau of Health 
Planning and Resources Development provides leadefship and adiiiinistration of 
a program of Federal, State, and areawide health planning and health delivery 
systenis development through grants, contracts, loans, and loan guaranteis; 

- National Center for Health Services Research. The National Center for Health 
Services Research (NCHSR) plans, develops, and administers a prograiii of health 
services research, demonstration, evaluation^ and researGh training. Studies, dem» 
onstrations, and related ^ant and contract-supported activitias cover financing, 
organization, quality, and utilization of health sarvices. The Center inakes grants 
and contracts to health service providers, conducti and coordinates health ser- 
vices research within the Public Health Service, disseminates rasearch findings, 
and provides technical assistance to other Federal propanis and health service 
providei^; 

- National Center for Health Statistics. The National Center for Health Statistics 
(NCHS) collects, analyzes, and disseminates health statistics on vital events and 
health activities to reflect the health status of people, health needs, and health 
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resources; stimulates and conducts basic and applied research in health data sys- 
tems and statistical methodology; administers tha Cooperative Health Statistics 
System; and fosters research^ consultation, and training programs in intenta- 
tional statistical activities; 

• Health Services Administration — The mission of the Health Services Adminis- 
tration (HSA) is to provide professional leadership in the delivery of health ser- 
vices. In the international arena the major activity is health services research. 
Health research of HSA is initiated to increase the development of a health ser- 
vices delivery capacity as well as improve the effectiveness of the existing deliv- 
ery system. Major components of HSA include: 

- Bureau of Community Health Services. The Bureau of Community Health 
Services has been established to help communities find the best ways of meeting 
their health needs. The Bureau's role is to serve as a national focus for improving 
the organization and delivery of health care by initiating activities which provide 
alternatives in health service delivery; and administering programs which support 
health services to specific population groups, including mothers and children, 
and migrant workers, and their families, who lack adequate health care services. 
Ensuring the effective relationship of the delivery of quality health care with 
health services fmancing resources is a high priority concern. 

The Bureau of Community Health Services is responsible for the manage- 
ment of several health care programs Including Matenial and Child Health, Com- 
munity Health Centers, Migrant Health, Family Planning, and the National 
HeaJth Service Corps. Primaiy concerns are the development of health service 
delivery capacity for medically underserved areas and population groups and the 
improvement and expansion of State or local systems of health care for mothers, 
children, and adolascents. Management emphasis is placed upon the coordination 
and integration of grant and other resources to meet community needs for pri= 
mary health care, 

A primary health care prop'am has supported the initiation of several hun- 
dred ambulatory health services activities, particularly in rural areas. Resources 
from Community Health Centers, Migrant Health, National Health Service 
CorpSj and other programs have been allocated to communities in a unified way 
with the intent of adequately meeting area needs and of simplifying project ad- 
ministration for grantees, 

Concurrent with the primaiy care effort^ a strategy for improvement of child 
health has been devised. The major objective of the strategy is the development 
and improvement of child health systems throu^out every State. Emphasis Is 
placed on creation of working relationships among all providers of health ser- 
vices In order to help ensure the delivery of the kinds and specializations of care 
required to foster maternal and child health; 
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- Indian Health Service. The Indian Health Service operates a program of com- 
prehensive health services for eligible American Indians and Alaska natives, pro- 
vides hospital and medical care services and preventive and fehabilltatlve health 
services; develops innovative health seivices delivery systems; conducts tubercu- 
losis and other communicable disease control activities; promotes sel f-de term i na- 
tion of Indian people through community development and panicipation in 
program administration; encourages and assists in the development of water 
supply and waste disposal systems; and provides training for health personnel; 

- Bureau of Medical Services. The Bureau of Medical Services cames out pro- 
grams to provide comprehensive medical care for designated Federal benefi- 
ciaries and occupational health care and safety services for Federal employees; 
and it assists in the development, improvement, expansion, and intep-ation of 
emergency medical services systems. The Bureau also fosters the development of 
organized systems of prepaid health care to voluntarily enrolled populations 
through its health maintenance organization program. In addition, the Bureau of 
Medical Services provides Coast Guard health services; 

• National Institutes of Health. The mission of the National Institutes of Health 
(NIH) is to improve the health of the American people. To omy out its goal, 
NIH conducts and supports biomedical research into the causes, prevention, and 
cure of diseases; supports research training and the development of research 
resources; and makes use of modem methods to communicate biomedical infor- 
mation. NIH activities are carried out to improve research capabilities, health 
research training, disease prevention control, and treatment capabilities in for- 
eign countries, NIH fosters the dissemination of biomedical and environmental 
knowledge worldwide through its activities. Additionally, the Incidence of dis- 
ease worldwide is affected by these activities. Each of the NIH institutes engages 
in international health activities relevant to its particular expertise. Major com- 
ponents of NIH are: 

- National Cancer Institute. Research on cancer is a high-priority program 
within the National Cancer Institute (NCI) as a result of the National Cancer 
Act, which made the conquest of cancer a national goal. NCI developed a Na- 
tional Cancer Propam to expand existing scientiflc knowledge on cancer cause 
and prevention as well as on the diagnosis^ treatment, and rehabilitation of can- 
cer patients; 

- National Eye Institute, 'nie National Eye Institute (NEI) conducts and sup- 
ports fundamental studies on the eye and visual system, and on the causes, pre- 
vention, diagnosis, and treatment of visual disorders; 

- National Heart, Lung, and Blood Institute. The National Heart, Lung, and 
Blood Institute (NHLBI) provides leadership for a national prop^am concerning 
diseases of the heart, blood vessels, blood, and lungs, and in the use of blood and 
the management of blood resources; 



315 



Intifnationil Htalth Orgamzationi ind Flnanciil institutions. 



— National Institute of Allergy and Infectious Diseases. The National Institute of 
Allergy and Infectious Diseases (NIAID) conducts and supports broadly based 
research and research training on the causes, characteristics, preyention, control, 
and treatment of a wide variety of diseases believed to be attributable to infec- 
tious agents (including bacteria, viruses, and parasites), to allergies, or to other 
deficiencies or disorders in the responses of the body's immune mechanisms. 
Among areas of special emphasis are: asthma and allergic disease, clinical immu- 
nology, including organ transplantation, venereal diseases, hepatitis, influenza, 
and other viral respiratoty infections, research and development of disease con- 
trol measures, antiviral substances, and hospital-associated infections; 

— National Institute of Arthritis, Metabolism, and Digestive Diseaies. The Na- 
tional Institute of Arthritis, Metabolism, and Digestive Diseases (NIAMDD) con- 
ducts, fosters, and supports basic and clinical research into the causes, 
prevention, diagnosis, and treatment of the various arthritic, metabolic, and 
digestive diseases; 

--National Institute of Child Health and Human Development. The National 
Institute of Child Health and Human Development (NICHD) conducts and sup- 
ports biomedical and behavioral research on child health and maternal health; on 
problems of human development, with special reference to mental retardation; 
and on family structure, the dynamics of human population, and the reproduc- 
tive process; 

— National Institute of Dental Research. The National Institute of Dental Re- 
search (NIDR) supports and conducts clinical and laboratory research directed 
toward the ultimate eradication of tooth decay and of a broad array of oral- 
facial disorders; 

— National Institute of Environmental Health Sciences, The National Institute of 
Environmental Health Sciences (NIEHS) conducts and supports fundamental 
research concerned with defining, measuring, and understanding the effects of 
chemical, biological, and physical factor in the environment on the health and 
well-being of man; 

— National Institute of General Medical Sciences, The emphasis of the National 
Institute of General Medical Sciences (NIGMS) is for support of research and 
research training in the basic biomedical sciences. The activities range from cell 
biology to genetics to pharmacology and systemic response to trauma and 
anesthesia; 

— National Institute of Neurological and Communicative Diseases and Stroke. 
The National Institute of Neurological and Communicative Diseases and Stroke 
(NINCDS) conducts and supports fundamental and applied research on human 
neurological and communicative disorders. NINCDS also conducts and lupports 
research on the development and function of the normal brain and nervous system 
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= National Institute on Aging. The National Institute on Aging (NIA) conducts 
and supports biomedical and behavioral research to increase the knowledge of 
the aging process and associated physical, psychological, and social factors result- 
ing from advanced age; 

- Fogarty International Center. The Fogarty International Center (FIC) pro- 
motes discussion, study, and research on the development of science interna- 
tionally as it relates to health and administers a number of international 
programs for advanced study in the health sciences; 

- Clinical Canter. The Clinical Center is designed to bring scientists working in 
the Center's laboratoriet into close proximity with clinicians caring for patients, 
so that they may collaborate on problems of mutual concern. The research insti- 
tutes select patients, referred to NIH by physicians throughout the United States 
and overseas, for clinical studies of specific diseases and disorders. A certain per- 
cent of the patients are ''normal volunteers," healthy persons who provide an 
index of normaJ body functions against which to measure the abnormal Normal 
volunteers come under varied sponsorship, such as colleges, civic groups, and 
religious organizations; 

- National Library of Medicine. The National Library of Medicine (NLM) serves 
as the Nation's chief medical infbnnation source. NLM is authorized to provide 
medical library seivices and on-line bibliographic searching capabilities, such as 
MEDLINE, TOXLINE, etc, to public and private agencies and organizations, 
institutions, and individuals. It is responsible for the development and manage- 
ment of a biomedical communications network, applying advanced technology 
to the imprDvement of biomedical communications; and it operates a computer- 
basad toxicology information system for the scientific community, industty, and 
other Federal agencies. 

• Health Care Financing Administration. The Health Care Financing Administra- 
tion (HCFA) was created by the Secretaiy's reorganization of March 8, 1977, as 
a principal operating component of HEW. HCFA places under one administra- 
tion the oversight of the Medicare and Medicaid programs and related Federal 
medical care quality control staffs. TTie following major programs will be di- 
rected by HCFA: Medicare, Medicaid, Quality Assurance, Long-Term Care. 

Soufcdi of Infarmation 

The following publications can provide other information on HEW activities In 
interna tlonal health: 

• National Institutes of Health (Fogarty International Center): 

- NIH Annual Report of International Activities, Fiscal Year 1976 (Produced 
annually); 
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- NIH International Awards for Biomedical Research and Research Training, 
Fiscal Year 1976 (Produced annually); 

® Food and Drug Administration: FDA Annual Report, 1975 (Produced annually); 

• Public Health Sen^ice: 1973-74 Report to the Congress from the Public Health 
Service. 

Th& following offices in the Public Health Service can be contacted for specific 
program information: 

• Office of the Assistant Secretary for Health, Office of International Health; 

• National Institutes of Health, Fogarty International Center; 

• Health Services Administration; 

• Health Resources Administration; 

• Center for Disease ControL 
9, Department of the Interior 

As the principal U.S. canservation agency, the Department of the Interior has 
responsibility for most of our nationally owned public lands and natural resources, 
Tlus Includes foitering the wisest use of land and water resources, protecting fish 
and wildlife, preserving the environmental and cultural values of national parks and 
historical places, and providing for the enjoyment of life through outdoor recre- 
ation. The Department assesses U.S. energy and mineral resources and works to 
assure that their development is in the best interests of the entire population. The 
Department also has a major responsibility for American Indian resen^ation com- 
munities and for people who live in island territories under U.S. administration. 

"Hie Department of the Interior was created by an act of Confess on March 3, 
1849 (9 Stat. 395; 43 U.S.C, 1451) (see Figure 20), 

The jurisdiction of the Department of the Interior includes administration of 
over 500 million acres of Federal lands and trust responsibilities for approximately 
SO million acres of land, mostly Indian reservations; conseiration and development 
of mineral and water resources; promotion of mine safety and efficiency; consen^a- 
tion, development^ and utilization of fish and wildlife resources; coordination of 
Federal and State recreation pfograms; preservation and administration of this coun* 
tiy's scenic and historic areas; operation of Job Corps Conservation Centers and 
Youth Conservation Co^s CampSs as well as coordination of other mMpower and 
youth training prop'ams' reclamation of arid lands in the West through irrigation; 
and management of hydroelectric power systems. The Department of the Interior is 
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also concerned with social and economic development of U.S. territories and of the 
trust territory of the Paciflc Islands, During FY 1976, for example, in American 
Samoa and the trust territories of the Pacific, the Department of the Interior per= 
formed the following health activities: manpower training, hospital renovation^ med- 
ical service organization, and disease prevention and controL 

Guam, American Samoa, and the Virgin Islands are not foreign areas but are 
territories of the United States and come under the general administration of the 
Secretary of the Interior. The trust territory of the Pacific Islands, sometimes re- 
ferred to as Micronesia, is administered by the United States (Department of the 
Interior) in accordance with a 1947 Trusteeship Agreement with the Security Coun» 
cil of the United Nations. The territories of Guam, American Samoa, and the Virgin 
Islands are not international entities although all four territories receive some assis- 
tance both from the VS. Government and from international organizations such as 
the World Health Organization. 

Sour^ of Information 

The Office of Territorial Affairs within the Department should be contacted for 
specific program information on international health activities. 

10. Department of Labor 

The purpose of the Department of Labor is to foster, promote^ and protect the 
welfare of the wage earners of the United States, by improving their working condi- 
tions and advancing their opportunities for profitable employment, In caffying out 
its mission, the Department administers mora than 130 Federal labor laws guaran- 
teeing workers' rights to safe and healthful working conditions^ a minimum hourly 
wage and overtime pay, freedom from employment discrimination ^ unemployment 
insurance, and workers* compensation. The Department also protects workers' pen- 
sion rights; sponsors job training propams; helps workers find jobs; works to 
strengtiien free collective bargaining; and keeps track of changes in employments 
priceSj and other national economic measurements. 

The Department of Labor was created by an act of Confess approved March 4, 
1913 (37 Stat. 736;5 U.S,C. 611) (see Figure 21). 

Progrims and Activltlas 

Office of the Secretary of Labor. The Secretary is the head of the Department of 
Labor and the principal adviser to flie President on the development and execution 
of policies and the administration and enforcement of laws relating to wage earners, 
their working conditions^ and their employment opportunities. 

International Affairs. The Department's international responsibilities are carried 
out under the direction of the Deputy Under Secretaty for International Affairs and 
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Figure 21. Departmant of Labor 





Counielor/E^cecutive 


f Secretary \ 


Assistant 


I Under 


Special Assiitants 


\ Seeretary / 



Deputy Under Secretary for 
Leglilative Affairs 



Deputy Under Secfetafy for 
Internationai Affairi 



Administrative 
Law Judges 



lenefits Revtaw 
Board 



Empfoyees' Compensation 
Appeaii Board 



Assistant Secretary 
Administration and 
Managemer! 



Assistant Secretary 
Poli^i Evaluation i 
and Research 




Diredor 
Informatlan, 
Publicationi. 
and Reports 



Assistant Seeretary 
Occupational 
Safety 
and Health 



Assistant Secretary 
imployment and 
Training 



Assistant Secretary 
Labor- 
Management 
Relations 




Assistant Secretary 
Employment 
Standards 



Cornmisaloner 
of Later 
Statistics 



295 



ERIC 



International Health Orpnlzatlons and Financial Institutions 



the Bureau of International Labor Affairs which he/she supervises. The Bureau 
assists in formulating international economic and trade policies affecting American 
workers. It also administers the trade adjustment assistance program under the Trade 
Act of 1974, which provides special benefits for workers adversely affected by 
iniport competition. 

The Bureau also helps represent the United States in multilateral and bilateral 
trade negotiations and on such international bodiej as the General Agreement on 
Tariffs and Trade (GATT), the International Labor Organization (ILO), and the 
Organization for Economic Cooperation and Development (OECD), The Bureau 
carries out overseas technical assistance projects and arranges trade union exchange 
and other programs for foreign visitors to the United States, During FY 1976, in line 
with these responsibilities, the Department carried out seminars on various occupa- 
tional health and safety topics in foreign countries. Primarily, the purpose of these 
activities was to increase the awareness of prevention and control measures in tliis 
area, 

tource of Information 

The Bureau of International Labor Affairs should be contacted for additional 
information on Department of Labor international health activities. 

1 1 . Department of State 

The primary objective of the Department of State (see Figure 22) in the execu- 
tion of foreign policy is to promote the long-range security and well-being of the 
United States. The Department determines and analyzes the facts relating to our 
overseas interests, makes recommendations on policy and future action^ and takes 
the necessa^ steps to cany out established policy. The Secretary of State, the prin- 
cipal foreign policy adviser to the President, is responsible for the overall direction, 
coordination, and supeTOsion of U.S. foreipi relations and for the interdepartmental 
activities of the U.S. Government overseas. 

Initially the foreign affairs of the United States were conducted by the Conti- 
nental Congress* The Congress established a foreign service and a means by which 
the United States could conduct its limited international relations in 1775, On Janu- 
ary 1 0, 1 78 1 , a separate Department of Foreign Affairs was established. 

Programs ind Aotivities 

inie Department engages in continuous consultations with other states^ negoti- 
ates treaties and agreements with foreipi natJons, speaks for the United States in the 
United Nations and in more than 50 major international organizations Cincluding 
health organizations) in which the United States participates, and represents the 
United States at more than 800 international conferences annually. Through the 
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Figure 22. Department of Stste 
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Department, the United States provides funds to the following nnultilateral organiza* 
tions involved in health: World Health Organization; Pan Ajnerican Health 
Organization; United Nations Relief and Works Agency; United Nations DeveU 
opment Program; Unitid Nations Fund for Drug Abuse Control; United Nations 
Environment Program; International Agency for Research on Cancer; United Na- 
tions Volunteers Prograiri; Organization for Economic Cooperation and Develop- 
ment; United Nations Educational, Scientific, and Cultural Organization; United 
Nations Children's Fund; Food and Agriculture Organization; and United Nations 
Fund for Population Activities. The Departnient also provides cultural and educa- 
tionaJ exchange opportunities for foreign nationals in health and other areas. 

Source of Inforrnation 

The Under Secretary's Office of Security Assistance can be contacted for 
detailed program information. 

12. Department of the Treasury 

The Department of the Treasury performs four basic functions: fonnulating and 
recommending financial^ tax, and fiscal policies; serving as financial agent for the 
U.S. Government ; enforcing law; and manufaQturing coins and currency. 

The Treasury Departnient was created by an act of Congress approved Septem- 
ber 2, 1789 (1 Stat. 65; 31 U.S.C 1001) (see Figure 23). 

Programs and Aativities 

Office of the Secretary. As a major policy adviser to the President^ the Secretary 
has prima^ responsibility for formulating and recommending domestic and intema- 
tional financial policy and tax poHcy, participating in the formulation of broad fiscal 
policies that have general signiflcance for the economy^ and managing the public 
debt. 

In addition 5 the Secretary has many responiibilities stemming froni his position 
as chief financial officer of the Government. He serves as U.S. Governor of the Inter- 
national Monetary Fund, the International Bank of Reconstruction and Develop- 
ment (IBRD)s the Inter-American Development Bank (IDB), the Asian Development 
Bank (ADB), and the African Development Fund (AFDF), 

International Affairs. TTie Office of the Assistant Secretary (International Af- 
fairs) advises and assists the Secretary and Under Secretary for Monetary Affairs in 
the formulation and execution of international financial economic, monetary, com- 
mercial, energy, and trade policies and programs, 

^Diese functions are perfortnad in supporting staff offices which conduct finan- 
cial diplomacy with industrial and developing nations and regions; work toward 
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Figure 23. Departmerit of the Treasury 
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improving the structure and stabilizing operations of the international monetary and 
investment system; monitor developments in foreign exchange operations; coordi- 
nate policies and prop-ams of bilateral and multilateral developnient lending pro- 
^ams and institutions; formulate policy concerning financing of trade; coordinate 
policies toward foreign investment abroad; perform research studies on international 
monetary, economic, and financial issues; and gather and analyze balance of pay- 
ments data. 

The ADB, IDB, IBRD, and AFDF provide loans and other types of assistance in 
the health area to countries worldwide. Water supply, sanitation, health services 
delivery, health training, and health planning and administration are only a few of 
the activities supported by the United States throu^ its financial contributions. 

Source of information 

TTie Office of International Development Banks can be contacted for other 
information on the Department of the Treasuiy's international health activities. 

13. Environmental Protection Agency 

The purpose of the Environmental Protection Agency (EPA) Is to protect and 
enhance the environment of the Nation today and for future generations to the full- 
est extent possible under the laws enacted by Congress, TTie EPA mission is to con- 
trol and abate pollution in the air, water, solid waste, pesticides, noise, and radiation 
by proper integration of a variety of research, monitoring, standard setting, and 
enforcement activities. EPA's mandate is to mount an integrated, coordinated attack 
on environmental pollution in cooperation with State and local governments, private 
and public poups, individuals, and educational institutions. 

The Environmental Protection Agency was established in the Executive Branch 
as an independent agency pursuant to Reorganization Plan No. 3 of 1970, effective 
December 2, 1970 (see Figure 24). 

Programs and Aetlvitr^ 

Air and waste minagemant programs* The air activities of EPA include develop- 
ment of national prop'ams, technical policies, and regulations for air pollution con- 
trol; development of national standards fpr air quality, emission standards for new 
stationary sources, and emission standards forhaEardous pollutants; technical direc- 
tion, supports and evaluation of regional air activities; and provision of training in 
the field of air pollution controL 

Toxic iubstances programs. TTie Ofnce of Assistant Administrator for Toxic 
Substances is responsible for developnient of national strategies for the control of 
toxic substances; of criteria for assessing chemical substances; of standards for test 
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Figurt 24. invironrTi€ntal Protaation Agency 
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protocols for chemicals; of rules and procedures for industry reporting; and of regu- 
lations for the control of substances deemed to be hazardous to man or the environ- 
ment. It also evaJuates and assesses the impact of new chemicals and chemicals with 
new uses to determine their hazard and^ if needed, develop appropriate restrictions. 

Water and hazardous materials programs. EPA water quality activities represent 
a coordinated effort to restore U.S. waters. The functions of this program include 
development of national pro-ams, technical policieSj and regulations for water 
pollution control and water supply; development of water quality standards and 
effluent guidelines; technical direction, support, and evaluation of regional water 
activities; development of programs for technical assistance and technology transfer; 
and provision of training in the field of water quality* 

Research and development. The Office of the Assistant Administrator for Re- 
search and Development is responsible for a national research program in pursuit of 
technological controls of all forms of pollution. It directly supervises the research 
activities of EPA national laboratories and gives technical policy direction to those 
laboratories which support the program responsibilities of EPA regional offlces. 

International activities. EPA international health activities include technical 
assistance in environmental health, educational and cultural exchange, research train- 
ing, and policy development through participation in international organizations. 
TOese activities serve to increase environmental health knowledge worldwide in addi- 
tion to facilitating research to improve the quality of life and the environment. 

Soum of Information 

The EPA Office of International Activities, Division of Multilateral Organiza- 
tions, can be contacted for additional information on intemational health activities. 

14. Export-Import Bank 

The Export-Import Bank of the United States, known as Eximbank, facilitates 
and aids in fmancing exports of U.S. goods and sen^ices. Eximbank has implemented 
a variety of prop-ams to meet the needs of the UJ, exporting community, according 
to the size of the transaction. 'Hiese propams take the fom of direct lending or the 
issuance of guaranteei and insurance, so that exportei^ and private banks can extend 
appropriate financing without taking undue risks. TTie Eximbank direct lending pro- 
gram is limited to larger sales of U.S. products and services around the world. Exim« 
bank guarantees, insurance, and discount programs have been designed to assist 
exporters in smaller sales of products and services. 

The Export-Import Bank, located in Washington, D.C, was authorized in 1934 
is a banking corporation organized under the laws of the District of Columbia 
(Executive Order 6581, Februaiy 2, 1934)^ 
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Thi purposa of Eximbank is to aid in financing and to facilitate exports, im- 
ports, and the exchange of commodities between the United States or any of its 
territories or insular possessions and any foreign country or the agencies or nationals 
thereof. The Export-Import Bank Act of 1945, as amended, expresses the policy of 
the Congress that Eximbank should supplement and encourage but not compete 
with private capital; that loans should generally be for specific purposes and at rates 
based upon the average cost of money to the Bank, as well as on the Bank's mandate 
to provide competitive financing and offer reasonable assurance of repayment; that 
U.S. exports should be provided with flnancing that is competitive with the financ- 
ing provided by principal foreign competitors of the United States; and that in 
authorizing loans or guarantees, account should be taken of any serious adverse 
effects upon the competitive position of UJ. Industry, the availability of materials 
which are in short supply in the United StateSj and employment in the United 
States. 

Programi and AetivltiBs 

The recognition that export credit availability is as important a competitive tool 
as price, quality, or service has resulted in prc^n^ams designed to meet specific ex- 
porter needs and to broaden signlflcaiitly the horizon of export opportunity for 
American industry. 

Among the pro-ams Eximbank offers are those relating to direct credits to 
borrowers outside the United States, export credit insurance, and export credit guaran 
tees. Long-term direct credits to foreign boirowen are usually extended in connec- 
tion with sales abroad of capital goods. Eximbank will finance a portion of the U.S. 
costs with the balance of the flnancing provided from the boirowers' own resources 
and private sources. Eximbank may guarantee part or all of the private financing. 
Ix>ans, guarantees, and insurance were provided by Eximbank in FY 1976, for exam- 
ple, for the export of biomedical equipment, health facility construction materials, 
and pharmaceuticals. The primaiy puipose was to promote commercial export of 
these U.S. materials to foreipi countries. 

Sour^ of Information 

The Office of Governmental Affairs at the Eximbank should be contacted for 
additional information on international commercial activities, 

15. Federal Aviation Administration 

The Federal Aviation Administration (FAA) currently operates under the Fed- 
eral Aviation Act of 1958, P.L, 85-726. Its primary activity in the field of interna- 
tional health is bilateral risearch with the U.S J.R. on the medical aspects of flight. 
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Sour^ of Information 

Additional information can be requested from the Office of Aeroniedical Scl- 
ences, Aeromedical Applicationi Division. 

16. Inter- American Foundation 

The Inter-^Ainerican Foundation is an independent corporation of the U.S. Gov- 
ernment that supports and stimulates social change in Latin America and the Carib- 
bean. It provides support through pants and the financing of projects for private, 
community-level, selMielp efforts in solving basic social and economic problems/ 

The Inter«American Foundation was created as a corporation of the U.S. Gov- 
ernment by an act of December 30, 1969 (83 Stat. 821 ; 22 UJ.C. 290f), Tht Foun- 
dation is empowered to receive and utilize private contributions and resources 
entrusted to it by international lending agencies, 

Progrims and Aotivities 

The Foundation is not a development agency in the usual sense since it has no 
resident staff in Latin America or the Caribbean, does not design or operate proJectSp 
and does not provide technical assistance. TTie pu^ose of the Foundation is to sup- 
port social change In Latin America and the Caribbean. It tries to be responsive to 
the efforts of nongovemmental groups to solve basic social and economic problems. 
This approach stems from the belief that only the recipients themselves can define 
problems and needs in their communities according to their own cultural values. 

Projects funded include a wide variety of activities, such as workers' self- 
managed enterprises, credit production cooperatives, cultural awareness programs, 
sel^help housing, agricultural extension services, legal aid clinics, a bank run by and 
for workers, peasant associations, and informal education. In FY 1976, for example, 
the Foundation provided funds for community-oriented health semces delivery, 
health training, and health planning and administration activities. 

Source of Informition 

The Office of the General Counsel should be contacted for additional infor- 
mation on the international health activities of the Inter-American Foundation, 

17, National Academy of Sciences, National Academy of Engineering, National 
Research Council, and Institute of Medicine 

The National Academy of Sciences (NAS) was established by an act of Congress 
approved by President Abraham Lincoln on March 3, 1863 (1 2 Stat. 806). 
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In 1 91 6 President Woodrow Wilson asked the Academy to organize, under the 
terms of its charter^ the National Research Council (NRC) as a measure of national 
preparedneis. The Research Council was perpetuated by the Academy on April 29, 
1919, in response to a further request from President Wilson and operates in accor- 
dance with Executive Order 2859 of May 1 1, 1918, as amended by Executive Order 
10668 of May 10, 1956. 

The National Academy of Engineering (NAE) was established on December 5, 
1964, when the Council of the National Academy of ScienceSj under the authority 
of its act of incoiporation, adopted the Academy into being as a parallel organi- 
zation^ autonomous in its organization and election of members, and closely coordi- 
nated with the Academy of Sciences in its advisory activities. 

The Institute of Medicine (lOM) was chartered by the National Academy of 
Sciences in 1970. 

Pragfims and Activltlis 

Nationa] Academy of Sciences. TTie National Academy of Sciences (NAS) is an 
organization of distinguished scientists and engineers dedicated to the furtherance of 
science and its use for the general welfare. Although not a government agency^ NAS 
has long enjoyed close relations with the Federal Government. Its congressional 
charter of 1863 specifies: 

The Academy shall, whenever called upon by any department of the Govern- 
ment, investigate, examine, experiment, and report upon any subject of science 
or art, the actual expense of such investigationsj examinations, experiments, and 
reports to be paid from appropriations which may be made for the purpose, but 
the Academy shaJ! receive no compensation whatever for any service to the Gov- 
ernment of the United States. 

Thus, no Federal funds are appropriated directly to the Academy, the principal 
funding mechanism typically being the negotiation of contracts with government 
agencies. 

National Academy of Engineering. The National Academy of Engineering (NAE) 
shares in the objectives and responsibilities of NAS by brinpng to bear the leader- 
ship of the Nation's most eminent engineers in sponsoring engineering propams 
aimed at meeting national needs, encouraging engineering research, and advising the 
Federal Government upon request in matters of en^neering* 

National Re^arch Council, The National Research Council (NRC), which was 
organized by NAS to facilitate the participation of a broader representation of scien- 
tists and technologists in carrying out its objectives, serves as the principal operating 
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aiency of NAS and NAE. The purpose of NRC is to stimulate scientific risearch and 
to foster the application of research flndings to engineering, agriculture, medicine, 
and other useful arts, with the object of increasing knowledge and contributing in 
other ways to the public welfare. 

The National Research Council does not maintain laboratories of its own but 
seeks to stimulate and support the work of individual scientists and engineeri and to 
coordinate investigations dealing with broad problems in research both nationally 
and internationally. The effectiveness of NRC is dependent on the voluntary, per- 
sonal participation of thousands of American scientists and engineers who collabo- 
rate in these undertakings, giving generously of their time and efforts without 
financial compensation. 

The organization directly administers about $50 million annually of funds pro- 
vided by contributions, pants, and contracts from Federal and State agencies, pri- 
vate mdustries and foundations, scientific societiei, and individuals; A portion of 
these funds supplements endowment income and gifts in meeting general expenses. 
Recant International health efforts of the Academy have included studies of U.S. 
policy in international health and world food and nutrition research needs. 

Institute of Medicine. The Institute of Medicine (lOM) was establishad in recog- 
nition of the important and complex problems posed in the provision of adequate 
healOi services to all sectors of society. lOM identifies, for study and analysis, impor- 
tant issues and problems that relate to health and medicine: initiates and conducts 
studies of national policy and planning for health care and health-related education 
and research; responds to requests from the Federal Government and other agencies 
f^ studies and advice on matters relating to health and medicine; establishes liaison 
with the major scientific and profe^ional societies in the field; and disseminates 
infomiation to the pubUc and the relevant professions. In the field of Intematlonal 
health, for example, lOM provided a special analysis of UJ. biomedical research 
during FY 1976, and prepared a report on international health in FY 1978. 

Sour^ of Information 

Additional information on the intemationa] health activities of the Institute of 
Medicine can be obtained from the Division of International Health, National Sci- 
ence Foundation. 

18. National Aeronautics and Space Administration 

In earning out the policy of Confess that activities in space should be devoted 
to peaceful purposes for the benefit of all mankind, the principal statutory functions 
of the National Aeronautics and Space Administration (NASA) are to conduct 
research for the solution of problems of flight within and outside the earth*s atmo- 
^here; develop, construct, test, and operate aeronautical and space vehicles; carry 
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out activities requirad tor the exploration of space with manned and unmanned veW 
clis; arrange for the most effective utilization of the icientiflc and engineering 
resources of the United States with other nations engaged in aeronautical and space 
activities for peaceful purposes; and provide for the widest practicable and appro- 
priate dissemination of information concerning NASA's activities and their results. 

The National Aeronautics and Space Administration was established by the Na- 
tional Aeronautics and Space Act of 1948 (72 Stat. 426; 42 U.S.C 245 1 et seq.), as 
amended. 

Programs and Activities 

The Office of Applications is responsible for the conduct of research and devel* 
opment activities leading to pro-ams that demonstrate the application of space 
^sterns, space environment, and space-related or derived technology for the benefit 
of mankind. These activities involve disciplines such as weather and climate, pollu- 
tion monitoring, earth resources surveys, and earth and ocean physics. 

TTie Offlce of Applications is responsible for the procurement and use of small- 
and medium=clasSs expendable launch vehicles presently used to support unmanned 
missions for NASA, other government agencies, foreipi goveniments, and foreign 
and domestic corporations. 

The Office of Space Science is responsible for a pro-am of scientiflc investi- 
gations in space to further knowledge of the earth and its atmospherej the solar sys- 
tem, and the universe. In conducting this programj the Office of Space Science 
utilizes automated and manned spacecraft^ sounding rockets, balloons, aircraft, and 
ground-based research. 

In the international arenas activities related to health include : environmental 
quality niDnitoring, communications, and remote sensing satellites. The environ- 
mental quality monitoring satellites are used to identify and measure earth*s air and 
water pollution. Additionally, the Stratospheric Aerosol and Gas Experiment 
(SAGE) satellite is an experiment to develop a monitoring technique to measure 
stratospheric aerosols and gases and their impact on ^obal climate. The communi- 
cation satellites are utilized to facilitate media broadcasts in the promotion of rural 
health education. The remote sensing satellites assist in the collection of demo- 
p^aphic and other health data, 

Sour<^ of Information 

Within NASA the Office of International Planning and Pro-ams and the Office 
of International Affaii^ are available to provide detailed international health pro- 
gram infonnation* 
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19. National Oceanic and Atmospheric Administration 

The National Oceanic and Atmospheric Administration (NOAA) was formed on 
October 3, 1970, by Reorganization Plan 4 of 1970, 

Prognms and AQtivltjes 

The mission of NOAA is to explorej map, and chart the global ocean and Its 
living resources; to manage, use, and consenre those resources; to daicribe, monitor, 
and predict conditions in the atmoiphere, ocean, sun, and space environment; to 
issue warnings against impending destructive natural events; to develop beneficial 
methods of environmental modification; and to assess the consequences of inadver- 
tent environmental modification over several scales of time. 

NOAA conducts broad research pro-ams In marine and atmospheric sciences, 
solar-terrestrial physics, and experimental meterology. Including weather modifica- 
tion. NOAA conducts biological research and surveys of the living resources of the 
sea, analyzes economic aspects of flsheries operations with an eye to improving 
man's ability to use and conserve those resources, and protects marine mammals. In 
the field of international health, in FY 1976 NOAA performed such activities as 
weather reporting and research into the development of food supplies from the 
ocean. 

SouriM of Information 

More information of the Department's health propams can be obtained from 
the Office of the Assistant Secretary for Policy Development, Office of Policy Devel- 
opment and Coordination. 

20. Office of Science and Technology Policy 

TTie Office of Science and Technology PoUcy (OSW) was established within the 
Executive Office of the President by the National Science a_nd Technology Policy^ 
Organization, and Priorities Act of 1976 (90 Stat, 463; 42 UJ.C. 661 1), approved 
May 11, 1976. 

Programs and Ar Uvitlas 

The Office of Science and Technology Policy serves In the Executive Office of 
the President as a source of scientific, en^eering, and technological analysis and 
judgment for the President with respect to major policies, plans, and propams of the 
Federal Government. In canying out this mission, OSTP advises the President of 
scientific and technological considerations involved in areas of national concern, 
including the economy, security, health, foreipi relations, and the environment. It 
evaluates the scale, quality, and effectiveness of the Federal effort in science and 
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tiGhnology; provides advice and assistance to the President, the Office of Manage* 
ment and Budget^ and Federal agencies throughout the Jhederal budget development 
process; and assists the President in providing leadirshlp and coordination of Federal 
Government research and development programs. 

In the international field, in FY 1976 OSTP reviewed Federal research and devel- 
opment programs which have Implications for U.S, research activities worldwide. 
Additionally OSTP provided health-related science and technology policy analysis 
and advice to the Executive Office, 

^urce of Informitlon 

Further cohTact may be made with the Office of the Assistant Director for 
Human Resources, Social, and Economic Services, for details of international health 
programs. 

21. Overseas Private Investment Corporation 

The Overseas Private Investment Corporation (OPIC) assists U.S. investors In 
making profitable investments in about 80 devaloplng countries. It encourages in* 
vestment projects that will help the social and economic development of these coun- 
:;tries. At the same time, OPIC helps U.S. balance of payments through profits 
returned to this countiy, and It contributes to the creation of U.S. jobs and increase 
of exports. OPIC offers U.S. investors assistance in finding investment opportunities, 
insurance to protect their investments, and loans and loan guarantees to help finance 
their projects. 

OPIC was authorized as an independent agency in the Executive Branch pur- 
suant to the act of December 30, 1969 (83 Stat. 805; 22 U.S.C. 2191 et seq.). The 
authorities were formally transferred to the Coiporatlon by Executive Order 11 579 
of January 19, 1971. 

Programs and Aativities 

By reducing or eliminating the risks for Investors and providing financing and 
assistance not otherwise avail;-/ ^e^ OPIC helps ease the social^ political, and eco- 
nomic problems that can make investment opportunities In the developing areas less 
attractive than in advanced countries. At the same time, OPIC is reducing the need 
for govemment-to-govemment lending programs by involving the U.S. private sector 
in establishing capitaNgenerating capacity and industrial capacity in developing coun- 
tries. 

OPIC insures U.S. investors against the political risks of expropriation; incon- 
vertibility of local currency holdings; and damage from war, revolution, or Insuirec- 
tion. It also offers a special Insurance policy to U.S. construction and service firms 
seeking contracts in developing countries. 
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OPIC offeii U.S. lenders protection against both commercial and political risks 
by guaranteeing payment of principal and interest on loans made to eligible private 
enterprises. The Corporation offers investment information and counseling, and also 
shares in the costs of finding and developing projects. 

Since OPIC programs are available only for a new facility, expansion or moderni- 
zation of an existing plant, or new inputs of technology or services^ the investments 
it covers are more likely to produce significant new benefits for host countries. In 
pursuit of its objectives OPIC in FY 1976 provided guarantees^ loans, and insurance 
to U.S. flrms for construction of health facilities; projects including nutrition and 
health education components; expansion or establishment of projects to manufac- 
ture and service medical supplies and equipment, and pharmaceuticals. 

Sourcs of InformitiDn 

The Office of Policy and Prograni Planning^ Office of Development, may be con- 
tacted for specific health program infoimation, 

22. United States Information Agency* 

The United States Information Agency (USIA) has responsibility for the con- 
duct of overseas infomation and cultural programs to promote peater under- 
standing of the United States, its government, its people, its customs and traditions, 
and its policieSi both foreign and domestic. USIA uses a wide variety of communi- 
cations techniques - from personal contact to television satellites — to explain those 
poligies and provide the reaions for them. 

The United States Infonnation Agency was established as an independent agency 
of the Executive Branch of the U.S. Government by Reorganization Plan 8 on 
August 1, 1953. The basic le^slatlve authority for USIA and its predecessor organi- 
zations. United States Infonnation and Educational Exchange Act of 1948, as 
amended (62 Stat. 6; 22 U.S.C. 1431), provides for the dissemination abroad of 
information about all aspects of the United States. In the field of intematlonal 
health^ in FY 1976 USIA provided media broadcasti and exhibits on health topics. 
The major objective was to provide infonnation on U J. health policies and 
practices. 

Programs ind Activities 

Among the means used to achieve USIA goals are radio broadcasting, motion 
pictures, television, exhibits, personal contact, lectures and seminars, infoimation 
centers, libmries, English language instructions^ press placements rnagazines and 
other publications, book translation and distribution, and facilitative assistance to 
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foreign press and television joumallsts covering public af^lrs and developments in 
the United States, USIA offlceis abroad also carry out the overseas functions of the 
Department of State's educational and cultural exchange programs, 

Souroe of Information 

Within USIA the Planning and Program Advisory Staff, Office of the Social Sci- 
ence Adviser, can provide additional data on international health programs. 

23. The Veterans Administration 

A thorough system of benefits for veterans and dependents is administered by 
the Veterans Administration (VA) (Figure 25). These benefits include compensation 
payments for disabilities or death related to military service; pension based on finan- 
cial need for totally disabled veterans or certain survivors with diiabllitlei not related 
to military service; education and rehabilitation; home loan guarantees; burial^ in- 
eluding cemeteries, markets, flags, etc.; and a comprehensive medical program' 
involving a widespread system of nursing homes, clinics, and mora than 170 
hospitals. 

The Veterans Administration was established as an Independent agency under 
the Presidgnt by Executive Order 5398 of July 21, 1930 (46 Stat. 1016). 

Programs and Activities 

The VA's International activities include: foreign post graduate medical training; 
flnancing of medical and hospital services for Philippine war veterans; and provision 
of health services for U.S. veterans and other eligible beneficiaries abroad. TTie train- 
ing propam is administered to enhance the medical Intelligence of foreign and U J. 
medical trainees. The provision of medical services in the Philippines is for the bene- 
fit of Philippine war veterans who have semd in U,S. wars. 

teurca of Information 

The Veterans Administration Central Office, Regionalizatlon and Sharing Divi- 
sion, can be contacted to obtain further data on VA international health programs. 
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Figure 25. Veterans AdmlnlstratiDn 
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3^8, IntematlQnal Organiiation Program Oaicriptions 

1 . Food and Agriculture Organization 

The purposes for which the Food and Agriculture Organization (FAO) was 
established are to raise leveli of nutrition and standards of living, to secure irnprove 
ments in the efficiency of production and distribution of all food and agricultural 
products, and to better the condition of rural populations. 

FAO participates with: 

• Agency for International Development 

• Department of Agriculture 

• Department of Commerce 

• Department of Health, Education, and Welfare 

• Department of the Interior 

• Department of State 

• Environmental Protection Agency 

2, International Agency for Research on Cancer 

The purpose of the Intematlonal Agency for Research on Cancer (lARC) is to 
accelerate efforts to control cancer through expanded international cooperation in 
cancer research. TTie work to be carried out supplements that of countriei engaged 
in cancer research and the international status of I ARC enables it to collect and 
develop valuable research material heretofore unavailable through national research 
programs. 

I ARC participates with: 

• Department of Health, Education, and Welfare 

• Department of State 

3. Organization for Economic Cooperation and Development 

Hie nrst aim of the Organization for Economic Cooperation and Development 
(OECD) is to promote policies designed to achieve and maintain the hi^est sustain^ 
able rate of economic growth and employment, including a rising standard of living 
with fmancial stability, The second goal is to expand and improve financial and tech- 
nical assistance to peoples in the diveloping areas of the world. A third objective is 
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to advanci policiis for expansion of world trade on a multilatiral nondiscrirninatory 
basil. 

OECD participates with: 

• Agency for In tenia tlona] Divelopnient 

• Council of Economic Advisers 

• Council on Intemational Econoinic Policy 

• Departmant of Agriculture 

• Dapartment of Commarca 

• Department of Healthj Education, and Welfare 

• Dapartinent of the Interior 

• Department of Justice 

• Department of Labor 

• Department of State 

• Department of Transportation 
t Dapartment of the Treasu^ 

• Energy Research and Development Administration 

• Environmental Protection Agency 

• Export-Import Bank 

• Federal Energy Administration 

• Federal Reiearch Board 

• National Science Foundation 

• Nuclear Regulatory Commiision 

• Office of Telecommunications Policy 

• Offlce of the Special Rapresentative for Trade Negotiations 
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4. Pan American Health Organization* 

The fundamantal purpose of the Pan-American Health Organization (PAHO) is 
to promote and coordinate efforts of the countries of the Western Hemisphere to 
combat disease, lengthen life, and promote the physical and mental health of their 
peoples. 

PAHO participates with: 

• Agency for International Development 

• Department of Health, Education, and Welfare 

• Department of State 

• Department of Transportation 

• Environmental Protection Agency 

5. United Nations Children's Fund 

The main purpose of the United Nations Children's Fund (UNICEF) is to assist 
governments in underdeveloped areas of the world to establish and carry out long- 
range health, nutrition, education, and welfare programi for children and mothers. 
Assistance which UNICEF, with the technical guidance of the specialized agencies of 
the United Nations, makes available to goveraments includes six main categories: 
health services, family planning, nutrition, education, family and child welfare ser- 
vices, and emergency aid. 

UNICEF participates with: 

• Agency for International Development 

• Department of Agriculture 

• Department of Health, Education, and Welfare 

• Department of State 

6, United Nations Development Program 

The pu^ose of the United Nations Development Program (UNDP) is to provide 
systematic and sustained assistance in fields esiential to technical, economic, and 
social advancement of developing countries. 



^Source: U,S. Dt partmant of State. 1976. United States Contributions to International Organfeationi. 

(Report to the Conpessi Publication No. 8882 and Houm Document No. 95-1 1) Washington, D.Cj 
U.S. Covemnient Printin| Offiee. 
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Through thousands of small-scale projactSj technical assistance is provided gov- 
emmgnts in formulating their developrnent plans and in building up responsible 
administrative machinery in many nelds including health. 

Through hundreds of larger-scale projects, UNDP provides a bridge between its 
advisory and training projects and development capital furnished by the World Bank 
and similar institutions. 

UNDP participates with: 

• Agency for International Development 

• Department of Commerce 

• Department of the Interior 

• Department of State 

7. United Nations Educai^^nal, Scientific, and Cultural Organization 

The purpose of the United Nations Educationalj Sclentiflc, and Cultural Organi- 
zation (UNESCO) is to contribute to peace and security by promoting collaboration 
among member states in the fields of education, science, and culture. 

UNESCO participates with; 

• Agency for International Development 

• Department of Commerce 

• Depaftment of Health, Education, and Welfare 

• Depaftnient of the Interior 

• Department of State 

• Environmental Protection Agency 

• Federal Communications Commission 
^ Librajy of Congress 

• National Academy of Sciences 

• National Science Foundation 
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8. United Nations Environmenita] Program 

The major responsibilities of the United Nations Environmental Program 
(irNEP) include promoting and coordinating international cooperation in the field 
of the human environment and providing general policy guidance for environmental 
programs within the United Nations, Furthermore, UNEP is responsible for keeping 
under review the world environmental situation to ensure that international environ- 
mental problems receive appropriate consideration by governments. 

UNEP participates with: 

• Agency for International Development 

• Department of Commerce 

• Department of State 

• Environmental Protection Agency 

9, United Nations Fund for Drug Abuse Control 

The United Nations Fund for Drug Abuse Control (UNFDAC) is a special fund 
designed to assist member governments in short- and long-term plans and programs 
to eliminate the supply of illicit drugs, to diminish the demand for them, and to 
repress illicit drug traffic. 

UNFDAC participates with: 

• Department of Agriculture 

• Department of Health, Education, and Welfare 
t Department of Justice 

• Department of State 

• Department of the Treasury 

10* United Nations Fund for Population Activities 

The aims and purposes of the United Nations Fund for Population Activities 
(UNFPA) are: (1) to build up, on an international basis, with the assistance of the 
competent bodies of the U,N. system, the knowledge and capacity to respond to 
national, regional, interregional and global needs in the population and famUy plan- 
ning fields; and (2) to promote awareness, both in developed and in developing 
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couiitries, of the sociali economic, and environmental implicatiom of national aiid 
International population problenis. 

UNFPA participates with: 

• Agency for International Development 

• Departinent of State 

1 1 , United Nations Relief and Works Agency for Palestine Refugees in the Near 
East 

The United Nations Relief and Works Agincy for Palestine Refugees in the Near 
East (UNRWA) provides relief services for Palestine refugees, including food, health, 
and welfare services. It also provides education aiid training for refugee children to 
assist them in becQming self=sustaiiiing and part of the regular economic life of the 
region. 

UNRWA participates with: 

• Agency for International Development 
^ Department of State 

12. United Nations Volunteer Pfograni 

The United Nations Volunteer Pro-am (UMVP) represents the translation of a 
U.S. initiative of the 1960s, the establishment of the Americaji Peace Corps, Into a 
multilateral effort. This program provides U.N.-riiianced technical assistance projects 
with a dynamic and inexpensive source of manpower and provides youth with an 
opportunity to serve in U.N. development pro^ajns. By the end of 1975, 268 voluii- 
teers were in the field; 28 of thein were Americans, 

UMVP participates with: 

• ACTION 

9 Department of State 
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Id Health Organization'^ 

iVorld Health Organizatiori (WHO) acts as a coordinating authority on inter- 
public health works. It helps build strong national health services capable of 
essential health needs independent of outside aid; stimulates and works with 
ints on programs to eradicate endemic and other widespread diseases such 
I, smallpox, tuberculosis, and venereal diseases; promotes activities in the 
opulation and the improvement of nutrition, environmental ianitation, 
and child care, and meiital health; encourages research in health; assists 
mts in setting up or reorganising their health services; works for the stan- 
3n of diagnostic procedures; promotes adoption of international stajidards 
ect to food, biological, aiid phamiaceutical products; furnishes advice and 
to governments in amergencies; and provides fellowships and train ijig so 
personnel will be available to governments for necessary public health 



participates with: 

:y for International Development 

tment of Health, Education^ and Welfare 

tment of the Interior 

tment of State 

mmental Protection Agency 



1, Pepartment of State. 1976. United Slates Contributions to International Organizations. 
(Report to the Congress; Publication No, 8882 and House Document No. 95-1 1) Washintton, D.Cr 
U,S, Government PrintUig Office. 
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3^0, International Financial Institutions 

1, Asian Development Bank^ 

The Asian Development Bank CADB) fosters and accelerates econoinic develop- 
ment in member countries of Asia and the Far East, 

ADB participates with: 

• Agency for International Development 

• Departnient of Commerce 
^ Department of State 

• Department of the Treasury 

• Export-Import Bank 

• Federal Reserve Bank 

2. Inter-American Development Bank 

The Inter-American Development Bank (lADB) was founded in 1959 to pro- 
mote the Individual and collective growth of member countries through the financ- 
ing of economic and social developrnent projects and the provision of technical 
assistance. lAOB helps to implement the objectives of the inter- AmBricaji systam. 

lADB participates with: 

• Agency for International Developinent 

• Department of Commerce 

• Department of the Interior 

• Department of the Treasury 

• Export-Import Bank 

• Federal Reserve Board 

*Sour€€: U,S. Senite, Cornmittig on Goveminent Operations. 1977, U.S. ParticipiUon in International 
Organkations. Washiniton, D^Ci U.S. Government Printlni Office, 
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3, International Bank for Reconstriictioii and Development 

The International Bank for Reconstruction and Development (IBRD), com- 
monly known as the World Bank, wm established on December 27, 1 945/lnitialIy 
concerned with post-war reconstruction in Europe, IBRD is now involved with 
assisting in the economic development of member nations by making loans to 
finance productive investments where private capital is not available on reasonable 
tenns. Loans are made either dlreGtly to governments or to private enterprises with 
the guarantee of their governments. 

IBRD participates with: 

• Agency for International Development 

• Department of Commerce 

• Department of the Interior 

• Department of State 

• Department of the Treasury 

• Export-Import Bank 

• Federal Reserve Board 

4. International Monetary Fund 

The International Monetary Fund (IMF) was established in December 1945 to 
maintain stability in international currency rates. It handles various an-angements for 
the sale of foreign exchange to countries with balance-of-payments deficits, A device 
called a special drawing account was introduced in 1970 as a means of strengthening 
national reserves. 
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Chronological List of U.S. Legislative 
Authorities Related to International Health 



Public Laws 



Dite 



Title 



DeKriptiun 



RL. 75^717 



EL, 784 10 



RL. 79-171 



RL. 79-173 



RU 79^64 



RL, 79-724 
RL. 

RL. 8M43 
RL. 80-806 

RL. 81-S07 

RL, 82414 
RL, 83480 



June 25, 1938 



Jan. 27, 1948 



June 14, 1948 



June 27, 1952 
July 10, 1954 



F'^ederal Food, Prui, and 
Cosmetic Act 



July 1, 1944 Public Hailth Service Act 



July 31 i 1945 Bretton Woods Afregment 
Act 



July 31, 1945 Export-Import Bank 



Dec. 20, 194S United Nationi Partidpa 
tion Act 



Aug, 13, 1946 Foreign Sarvicg Act 



UJ, Information and 
Educational Exchange 
Act 

World Health Organization 
Joint Rasoiution 



June 29, 1948 Commodity Credit 

Corporation Charter Act 



May 10, 1950 National Scianee Founda^ 
tion Ac^ 



Immiiration ind Nation- 
ality Act 

Agriculturai Trade Devel- 
opment and AMistance 
Act 



Prohibited movement in iritefstate 
commerce of adulterated and mis- 
branded food, drugs, and coinietics 

Consolidated all public heaUh sar- 
vice authorities into a single statute 

Provided for pprticipation of the 
United States In InternaUQnal 
Monetary Fund and the Intef na- 
tional Bank for Reconstruction and 
Deviiopment 

Provided for increased lending au- 
thority of Export-Import Bank of 
Washington 

Provided for appointment of repri* 
sentatives of the United Statei In the 
organiiitions and agencies of the 
United Nations and made other pro- 
viiioni for participation ^thin the 
United Nations 

Called for the improveitient, 
strengthenings ^nd expajision of the 
Foreign Service of the United States 
and the consolidation and revision of 
laws relating to the Administration 

Promoted better understanding of 
the United States and strenithened 
cooperative international relations 

Authorized U,S, menibership and 
participation in the World Health 
Organization 

Set Up corporation to stabilize, sup- 
porti and protect farm income and 
prices; assisted in the balance^ ade^ 
quale supplyi and distribittion of 
agricultural comniodities 

Encouraged progress of science and 
advances in national healtti, pros« 
pirity, and welfare, and secured 
national defense 

Facilitated entry of certain highly 
qualified nonimmigrants 

Incfiased consumption of U,S, 
apicultural commoditiei in foreign 
countries and fostered improvement 
of US. foreign relations 
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L^{^5lation: 
Public Lawi 



Date 



Title 



DesL'fiption 



RL. 83 690 

P,L, 83^703 
PX. 84-350 
RL, 84-569 
PX. 84-941 

RL, 85-50? 

PX, 85-554 
PX, 85-568 
FX. 85-726 

PX. 85-795 

FX, 85-857 
PX. 85-861 

PX. 86^8 



Aug. 26, 1954 Mutual Sacurity Aci 



Aug. 28, 1954 Agriguimral Act 



Aug, 30, 1954 Atomly Emtgy Aqx 



Aug, 11, 1955 
Jung ?, 1956 
Aug. 3, 1956 



Am 28, 19J8 



Intarnation^l Pinanco 
Corporation Aet 

Dependents Midieal Care 
Act 

National Library of Medi- 
cina Act 



July 7, 1958 Governnient Employeei 
Training Act 



July 25, 1958 U,S, Code, Title 28, 
Amendmants 



July 29, 1958 National Aironautia and 
Space Act 



Aug, 23, 1958 Federal Aviation Ac£ 



Pfomoted U.S. security and foreign 
policy by providing assistance to 
friendly nations 

Supported grfater agricultural ita^ 
bility and augmented the marketing 
and disposal of agricultural products 

Aminded Atomic Energy Act of 
1946 

Provided for U.S. partiQipation in 
tjie International Finance Corporation 

Extended medical care to depen- 
dents of rnemberi of armed services 

Established in the Public Health 
Sirviee a national library of medi- 
cine to assist in the dissgmination 
aJid exchange of soientific 
information 

Established training progranis in 
subjects related to official duties for 
ctvUJan officers and employees of 
U j. Government 

Amended jurisdiction of district 
courts in civH actions in which 
foreign states or citizens are a party 

Authorised research Into problenis 
of fUght within and outside earth's 
atmosphere 

Continued Civil Aeronautics Board, 
created Federal Aviation Agency, and 
pro\dded for the regulation and pro- 
motion of civy aviation 



Federal Employeei Interna^ 
tional Organization Service 
Act 



Sept, 2, 1958 U.S. Code, Title 38, Act 



Sept 2, 1951 Title 10, U.S. Code 
Amendments 



June 17, 1959 Bretton Woods Afreement 
Act, Amandment 



Encouraged and authorized details 
and transfers of Federal employees 
for ^rvice with international 
oriaiiizations 

Codified and consolidated laws 
relating to vaterans* beneflts 

Afnended Titles 10, 14, and 32 
U.S.C. to codify recent military 
law, and to improve the code 

Authorized an increase in funds to 
International Bank for Recon^ 
structlon and Development 
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Legiiladonr 
Public Laws 



Title 



Description 



PX, 86^147 
PX. 86^565 
P,L 86^10 



87^195 



KL 87^256 
P.L, 87^293 

PX, 87*84J 

PX, 88-259 
PX. 88-310 

PX. 89 6 

PX, 89'369 
PX, 8^614 



PX. 8M98 



PX= 89^808 



Aug. 7, 1959 
June 30, 1960 
July 12, 1960 



Intcr'American Develop- 
mint Bank Act 

International Development 
Asiodation Act 

Intarnational Hialth 
Rgseaich Act 



Sept» 4, 1961 Forei|n Assistance Act 



Sept. 21, 1961 



Mutual Educotional and 
Cultural Affairs Act 



Sept, 22, 1 96 1 Peace Corps A ct 



Oct, 18, 1962 Canal Zone Code Act 



Jan, 22, 1964 
May 26, 1964 



Inter-American Develop- 
mint Bank Act 

International Development 
Association Act Amendnient 



March 24, 1965 Intii^American Develop* 
ment Bank Act 
Amendment 



March 16, 1966 Asian Developnient Bank 
Act 

Sept. 30, 1966 MLUtary Medical Berients 
Amendment 



Oct. 29, 1966 In temational Education 
Act 



Nov. 11, 1966 Food for Peace Act 



324 



350 



Provided for U,S. participation in 
Inter'American Develspment Bank 

Provided for U.S. participation in 
International Developmerit Aisociation 

Established a national institute for 
international health and medical 
re^arch, and provided for Interna- 
tiona] cooperation endeavori in 
health reseafch, research training, 
and research plannin| 

Promoted foreipi policyi security , 
and gener^ welfare of the United 
States by assisting the international 
community in their efforti tovvard 
economic development and Internai 
and external security 

Provided educational and cultural 
exchanges for the irnprovament and 
stfengthening of U,S. international 
relations 

Created Peace Corps to help people 
of interested countries and aieii in 
meeting their needs for filled 
manpower 

Revised and codiHed general and 
permanent laws relating to and in 
force In the Canal Zone 

Increased U.S. participation in 
Inter-American Development Bank 

Authorized increase of resources for 
U.S. participation in International 
Development Association 

Authorized an increase in U,S. 
resources of the Fund for Special 
Operations of the Intir-Arnerican 
Development Bank 

Provided for U.S. participation in 
Asian Development Bank 

Authorized an improved health 
benefits program for retired mem- 
bers of uniformed services and their 
dependentSi and the dependents of 
active duty members of uniformed 
servicei 

Strenithined American educational 
resources for international itudies 
and resaaich 

Promoted international trade in 
agricultural commodities in order 
to combat hunger and malnutrition 
and to further economic 
development 
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Public Laws 



Date 



Tiiie 



Description 



P.L. 90*88 



P.L. 90*325 



P,U 90-390 



RL. 90-407 



P.L, 90-494 



PX. 90^96 
PX.91 172 

P.L,9M7S 



P.L 91-190 



RU 91-225 



P.L, 91-599 



April 1, 196? 



India, Emerpncy Food 
Assistance Joijnt Resolution 



Sept. 22, 1967 Intar-Amen'can Develop- 
ment Bank: Act 



June 4, 1968 



July 17, 1968 



July 18, 1968 



Aug. 20. 1968 



Inter- American Develop- 
ment Banlc, Capital Stock 
[ncreasa Act 

Export-Import Bank Loam 
Extension Act 



National Science Founda- 
tion Act, Amdndments 



Forgign Service Informa- 
fion Officer Corps Act 



Aug. 23, 1968 



Dec, 30, 1969 



Virgin Inlands Elective 
Govemor Act 

Tax Reform Act 



Dec. 30, 1969 Foreign Asiistance Act 



Jan.l, 1970 



April 7, 1970 



Dee. 30, 1970 



National Envifonmental 
Policy Act 



Immigration and Nation^ 
ality Act Amendmefits 



Internatiofial Financial 
Institutiofis, US. Sub- 
icriptions and (Juotas, 
Increase Act 



Helped India to meet criticaJ food 
and nutritional needs by fnaJcing 
available a|ricultural comniodities 
and other resaurces 

Authorized an increase in resources 
of Fund for Special Operations of 
IntirAmerican Development Bank 

Authorized increase \n U.S. share 
of capital stock in Iflter-American 
Development Bank 

Enabled EKporl-Import Bank to 
approve extoniion of certain loans, 
guarantees, and insurance in con- 
nection with exportl 

Made chanies and irflprDvements in 
Drganization and operation of thy 
National Science Foundation 

Promoted the foreigii policy of the 
United States by strengthenini 
and improving the Foreign Service 
personnel system of the UJ. 
inforiTiation Agency tKrouih estab- 
lishmcrit of a Foreigji Sirvke Infor- 
mation Officer Ccrpi 

Provided for popular election of the 
Governor of the Virgin islands 

Refornied income tajt lawi and out- 
lined procedures for foundations 
to follow in the distribution of 
certaiji amounts of theii income for 
charitable purposes 

Promoted U.S. foreign policy^ 
securityi and ^velfare hy assiiting 
other nations to achieve economic 
devalopnient within a framework 
of deniocratic economici lociaJi 
and political institutions 

Established national pDlicy for the 
environment and provided for the 
creation of a Council on Environ- 
mental Quality 

Amended Iramigration and Nation- 
ality Act to facilitate entry of 
certain nonimmip-ants into United 
States 

Authorized an increase Ln U.S, 
resources of certain international 
financial initltutions and pFOvided 
an annual audit of Exchange 
Stabilization Fund by General 
Accounting Office 
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PuUic Lawi 



Date 



TitJe 



F.L. 92^46 

P,L. 92^47 
F.L. 92-494 

RL. 92'500 

RU 93-82 

RL, 9^168 
FX. 93-188 
RL. 93*189 

RL. 93-353 

RL 93-373 

RL 93475 
RL, 93'537 



Mafch 10, 1972 
March 10. 1972 

March 10, 1972 
Oct, 14, 1972 

Oct 18, 1972 

Aug, 2, 1973 

Nov, 29, 1973 
Dec, 15, 1973 
Dec. 17, 1973 

July 23, 1974 

Aug. 14, 1974 

Oct. 26, 1974 
Dec. 22, 1974 



Asian Pevilopfnent Bank, 
Special Fundi, U.S. 
Contributions Act 



Inter'AniefiCin Develop- 
ment link. Fund for 
Special Opgrations Act 



U,S. Fofticipatian Inter* 
national Dgvciopment 
Association Act 

Intgrnational Apncy for 
Research on Cancer Act 



Federal Water Pollution 
Control Act Aniendnienta 



Vaterafli Health Care 
Expaniion Act 



U.S. Information Aythori^ 
Mtion Act 

United Nations Environment 
Frogram Participation Act 

Forai^ Assistance Act 



Health Servicgi Research, 
Health Statistics, and 
Medical Libraiiei Act 



International Developinent 
Aisdciationi U,$. Partici- 
pation Inorimsa Act 



State Depaitment/USIA 
Authori^tion Act, Fiscal 
Year 1975 

Asian DiVilopment Bank; 
US. Pafticipatien In- 
crease Act 



Authorizid development loins and 
allowed technical assistajnce credits 
to be given by Special Funds of the 
Asian Developnient Bank 

Authorized payment and appropria- 
tion of second and third instaUfneiits 
by U.S. contribution to the Fund 
for Special Operations within the 
Inter^American Development Bank 

Increaiad U.S, participation in the 
Inteniational Development 
Asiociation 

Authorized an appropriation for tlie 
innual contributions given to the 
Intemitional Agency for Research 
on Canoer 

Revised Federal water program lo as 
to prevent, reduce, and eliminate 
water pollution and to develop area^ 
wide waste treatment managamant 
planning processes 

Provided improved and expanded 
medical and nursing home care to 
veterans and provided hospital and 
medicil care to certain dependenti 
and survivors of veterans 

Authorized appropriations for 
USIAfor FY 1974 

Provided for U,S. participation in 
United Kationj Environment Pragiam 

Amended Foreign Asiiltanca Act of 
1961 and endorsed private voluntary 
orianizations involvemerit in forei^ 
aid 

Amended Public Health Servle^ Aot 
in order to revise propami of health 
servioes res^aroh and to extend prch 
gram iisistance for medical Ubraries 

Provided increa^d participa- 
tion in International Developmant 
Association; permitted U.S. citizeni 
to purchase ^Id 

Authorized appropriations for the 
Depaztnient of State and the UJ. 
Information Agency 

Provided for increased U.S, partici^ 
pation in Asian Development Bank 
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TiUe 



Discription 



Oct. 7, 1975 



Dec. 23,1975 



Feb. 9. 1976 



March 24, 1976 



Depaitmeiit of Dafense 
Appropriation Authoriza^ 
tlon Act 



Dgpaftmant cf thti Iiiterior 
and Rglated Aggnciei 
Appropriation Act 

Department of Difense 
Appropriation Act 

Common wealth-Covenant 
To Establish Northern 
Mariana Islands 



Authorized appropriations for FY 
1 976 to procure weapons, aircrart, 
etc,; to pfescribe neoded personnel 
stren|th for Armed Forces 

Made appropriatioris for Department 
of the Interior and other lelated 
agencies 

Made appropriatioris for DepHrtment 
of Defense for FY 1976 

Eitablished a Commonwealth of the 
Northern Mariana Islands in politicaJ 
union with the United States 



Apty 21, 1976 



April 22,1976 



May 11,1976 



May 28,1976 



Fiseal Year Adjustmerit 
Act 



Health Research and Health 
Servicos Amendments 



Nationai Science and 
Technology Policy 
Organization and 
Priorities Act 



Medical Device 
Amendments 



Provided permanent changes in 
laws necessary because of the 
OcL-Sept. fiscal year 

Revised and extended programs of 
National Research Service awards; 
establlihed a national genetic diseases 
program and required a study and 
report on the r^jease of information 

Established U,S. science and tech- 
nolo^ policy, provided scientina 
and teohnolo^cal advicp to the 
President^ and provided comprehan- 
sive survey of wayi and means for 
improving Federal effort in scientific 
research and inforriiatiort htndlini 

Amended Federal Fosdi Drugj and 
Cosmetic Act to provide for safety 
and effectiveness of ntedfcal devices 
intended for human use 



May 31, 1976 



June 1. 1976 
June 30, 1976 



Inter- American Develop- 
ment Bank Funds Act 



Second Supplemental 
Appropriations Act 

International Security 
Assistance and Arms Export 
Control Act 



Provided for increased U,S^ par^ 
ticipatlon in the Inter^American 
Development Bank, entry of non* 
regional members and Bahamas and 
Guyana into Bank» and for U,S, 
participation in the African Devel* 
Qpment Bank 

Made supplemental appropriations 
to Department of the Interior 

Amended Foreign A^stance Act of 
1961 and Foreifn Military Sales Act 



Sept, 22,1976 



Department^bf Defense 
Appropriatiotis Act 



Made appropriations for DOD for 
FY 1976 



353 



New Olrmtiom m internitiQnal Heatth Coopiratiort 



Ltpslation* 
Public Laws 

94455 



P,L. 94-469 



Date 



rm 



DescriptlDn 



Oct. 4, 1976 



Oct, 11, 1976 



Tax Reform Act 



Toxic Substances Conirol 
Act 



Refofmed U.S. tax laws; contairied 
method for ag|re|atin| ixpendltures 
of related organiEations; reduced 
mandatory annual payout percentage 
of foundations on investrnsrit assets 

Regulated gornmerce and protected 
human health and environment by 
requirini teiting and necessary use 
reitrictions on certain chemical 
substances 



P,L. 94484 



Oct, 12. 1976 



P,L. 95-83 



hug, 1, 1977 



Health Professions 
Edugationa! Assistance 
Act 



Health Services Pro|ranii 
E>s tension; Health Planning* 
Health Services Re^arch, 
and Siaiistics E?t tension Act 



Amended Public Health Service Act 
to revise and e^^tend proiranis of 
assistance undflf Title VU for trainini 
in health and allied health professions; 
immigration control of foreign medi- 
cal students into United States 

Extended assistance pfoitanis for 
public health services for FY 1977 
(No legislative lervicei for FY 1976) 



P,L. 95^9J 



Aug. 7* 1977 



United States Codes 



Clean Air Act Arnendments 



Amended Clean Air Acu included 
possibly gf ledeslgnatiorL of air 
quality control regions; revised air 
quality standards to pr^^vent signifi- 
cant deterioration of air qualHf 



iU.S,ail01 1912 



10U,S,C 1071- 1956 
1088 



Immigration and 
Nationality 



Armed Forces 



Created definitions within ienergl 
provisions for imraifration and 
nationality 

Authorized medical and dental care 
for Department of Defense members 
and beneficiaries 



10UJ,C 7203 1956 



12U.S.C636 1945 



15U.S.C17S 1912 



15 U.S.aaiJ 1890 
313 (a) 



Secretary of Navy 



EKpOf i-Import Bank of 
Wash ini ton 



Statistical and Commercial 
Information 



National Weather Service 



Enabled more scientilic investigition 
and research 

Stipulated powers argd functions af 
Bank, including general banking 
business; use of assets and allocatiDn 
or borrowing of motley 

Set forth duties of Bureau of Foreign 
and DomiStic Camnierce* Including 
computatidn and publjcation of 
mformation concerning rnanufactur- 
ing industries 

Described duties of National Weather 
Service within Departm^iil of Com- 
merce, including forecasting, issuance 
of storm warnin|s, and study of 
atmospheric disturbances 
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LJniiad Bi^m 

C^cs Date 



TiUi 



Description 



15 U.S.C 1512 



1902 



16 U J.C 742 



22 UAC. 287 



22 

(68 Stat. 844) 



22 VAC. Z\5\ 



1940 



1945 



1961 



1961 



22US.C, 2191 1961 



22 2319(a) 1961 



22 U.S.C.2221 (a) 196! 



2291 (a) 



22 U,S,C 230 j A 1961 



26 U,S,C.50l 



38 U j,C. 109 



38 UJ.C 230 



38 U,S.a 631 



1954 



1958 



1958 



1958 



D^partmenl of Commerce 



Fish and Wildlife Service 



United Nations 
Organization 



Mutual Sacuriiy Program 



International Divelopment, 
Peace, and Security 

Intarnttional Development, 
Peace, and Sicurity 

Foreign AssisianQe 



Fofeifn- Assistance 



Foreign RelaUons and 
Intercourse 



Peace Corps 
InternaJ Revenue Code 
Vetifans* Benefits 
Veterans* Benefits 
Vetarani' Benefits 



Delineated duties of Departmenti 
including promotion and development 
of foreign and domestic commerce* 
the induitries of minings manufac- 
turiflg, shipping, and fisheries, well 
as transportation facilities 

Set forth duties concerning marketini 
of ^afood from domestic and over- 
seas production I gave authority to 
cooperate with State Department to 
provide asiistance to WHO 

Authoriied Tipreiejitation In United 
Nations educationaJ, scientific, and 
cultural or|anization itructure 

Repealed Foreifn Assistance Act 
authoriEation of U,S. participation 
in United Nations Children's Fund 

Gave congressional statement of 
policy on international development 

Provided general authority for sur' 
veys of investment opportunities 

Made funds available on loan or g^ant 
bails for projprams relating to popu- 
latiofi irowth and family plannini 
and authorized U,S, participation 
in United Nationi Fund for Drug 
Abuse Control and United Nations 
Fund for Popuittion Activities 

Authorized U,S, participation in 
United Nations ReUef and Works 
Ageney for Palestine Refugees m the 
Near East (UNRWA) and U=N. 
Development Pro|rani 

Set up international naicotics controls 
U.S. participation in United Nations 
Fund for Drug Abuse Coritrol 

Declared eneouraiemant of voluntary 
service programs by Congress 

Exempted tax on corporations, cer* 
tain tri'sts, etc, 

Provided benefits for discharged 
members of allied forces 

Authoriied Veterans Adntinlitration 
to open regional offices abroad 

Made grants available for hospital 
and medical care for Common- 
^alth of the Philippines Army 
veterans 
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New Direetbni in Intarnational Heatdt Cooperation 



Legislitioni 

United Sutes 

Codes Date 



TiUe 



Description 



3au.S.C.4i01 1958 



42U.S,C. 1162^ 1950 
1S7J 



I6a(a) 1905 

48 U,S.C. 1421 (a) 1950 
4SU.S.C166I 1929 

49 U-S.C, 1463 1958 



L^dation: 
Execiidve Ordan 



10211 



E,a 10477 



Feb. 6. 1951 



Aug, 1, 1953 



May 7, 1962 



1.0,11034 June 25, 1962 



E.0, 11311 



Ligillmtion: 
Trades tiid 
Ifltamationd 
^precmeiifs 

TIAS 1554 
(60 Stat. 18S6) 



Oct. 14, J966 



Oct. 16. 1945 



Veterans' Bene fits 



National Scign^e 
Foundation 



Territories and Iniular 
Possessions 



Territories and Insular 
Possessions 

Territories and Insular 
Possessions 



Wiather Burgau 



Authorized Veterans AdministratiDn 
to participate In medical research 
throu|h a Department of Medicine 
and Surgery 

Set forth functions, composition of 
board and employees, commis.iions 
and appropriations of National 
Science Foundation 

Gave authority to Governor to assifn 
proportion of Alaska Fund to school 
districts 

Declared Guam to be unincorporated 
tarrito^ 

Ceded acceptance of Islands of 
Tutuilaj Manuaj and eastern Samoa 
by United States 

Authorized Weather Bureau to pro- 
mote safety and efficiency in air 
navigation 



Placed in operation the provision of 
Section 31 of the Organic Act of 
Guam 



Authoriaed the Director of the U,S, 
Information Agency to exiicise cer- 
tain authority available by law to the 
Secretary of State and the Director 
of the Foreifn Operations Adminii- 
tratlon 

Provided for the administration of 
the trust territory of the Pacific 
Islands by the Secretary of the 
Interior 

Set forth administration of the Mutual 
Educational and Cultural Exchange 
Act of 1961 (P.L. 87-256) 

Called for the carrying out of pro- 
visions of the 1948 Beirut agreement 
relating to audio^visual materials 



Approved constitution of the Food 
and Agriculture Orianization of the 
United Nations 
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ERIC 



LegjsJationi 
Treaties and 
Intemationai 
Agieemenca 



TIAS 1580 



TIAS 1S08 
(62SUt 44 i) 
(62 Stat, 2679) 



Date 



Title 



Sept. 30, 1946 



July 22, 1946 



Description 



Approved constitution of United 
Nations Educational, Scientific, and 
Cultural Organization (UNESCO) 

Approved constitution of World 
Health Organization 



TIAS 4891 



TIAS 6919 



Dec. 14, I960 



May 19, 1970 



Authorized the convantion on the 
OfganLzation for Economic CoopeTa- 
tion and Development 

Authorizad U.S. participation in 
International Agency for Research 
Oti Cancer 



TIAS 7542 



Jan. 27, 1973 



Agreed to end the war and restore 
peace in Vletnani 



Other 



Pan^Aniifican 
Sanitary Code 
(44 Stat. 2031) 



NATO 



Nov. 14, 1924 



June 1951 



NATO Status of Forces 
Agreement 



Allowed entrance into sanitary con^ 
vention with 17 Pan Anierioan coun- 
tries to promote and protect public 
health of their respective countries 
and to achieve effective internationp^ 
public health meaiures 

Authorized medical and hospital 
care for NATO forces 



Appendix S 



Sptcial Analyses of Intematfonal Health 

S-A* C&untry-SpMif io Health Artl\ritiis of U,S, Government Ageneies 
(Fiscal Year 1976) 



iXPLANATORy NOTES FOR B.A 



Agmcy 

action (peace corps) 

agencir for international development 
department of agriculture 

departhenft of commerce 

DEPARTMENT OF DEFENSE 

DEPARTMENT OF HEALTH, EDUCaTIOM, 
AND WELFARE 

DEPARTMENT OF THE INTERIOR 

DEPARTMEMT OF LABOR 

DEPARTMENT OF STATE 

ENERGV RESEARCH AND DEVELOPM EMT 
ADMINISTRATION 

ENVIRONMENTAL PROTECTION AGENCt 



Acionym 

PC Rafirs to country -specific health prDgmnil 

using U,S. Peace Corps yolunteers. 

AID Refers to pantSi loans, and aisistarice (d 
Arneriean hospitals and schools abroad. 

A Includes only the research funded thrcugh 

the S pedal Foreign Currency ProgiEm. Does 
not include Food for Peace Prograin fundi 

C Includes only the foreiin countries 

hosting the trade ^Nhibits, falrSi centars, 
and saminir aotivitigs. 

D Includes only the countries involved in 

foroi^ health research) health tfauiiiii, 
health facility construction activities^ and 
health delivery sirvlces for U J, citizens, 

HEW The foretpi irants and contracts. Special 
Foreign Currency Program * bilateri mgree- 
ments, sciintific and cuttural exchgngeSp 
and othar health activities are includad. Kot 
Included are heglth activitias in the trtiit 
tinltorias which the Agency considers 
dofneitic progranii. 

I Refers to Departnient of the Interior health 

program activitias in the trust territories 
which are reported to tha Office of Man- 
agement and Budget as international health 
programs, 

L Includes seminars cn occvpational health 

and safety^ 

S Refers only to VS. contributions to LJ*N, 

health program activities, 

ERDA Includes only the biomedical research actlvi* 
ties involvLng: popuIatJoni of Naga^kl, 
Hiroshima, and the Marsfiail Islajidf , 

EPA Includes Speciil Foreip Currency Pro- 
pams III health lesearch, rnuitllateril and 
bilateral heilth cofiDefatlori aereemenf^. 



Appdndix S 



Ap'^^y Aeronym 



FEDERAL A VLATION ADMINISTRATION 



INTER-AMERiCAN FOUNDATION 



NATIONAL ACADEMY OF SCIENCES 
(IWSTITUTEOF MEDlClNE) 

NATIONAL SCIENCE FOUNDATION 



OFFICE OF SCIENCE AND TECHNOLOGY 
POLICY 



FAA 



lAF 



lOM 



NSF 



OSTP 



Refers to U,S.^UJJ,R. awniedicalre= 
search activities. 

Cited are community doveloprntnt programs 
in forei^ countHes which have e health 
focus. 



indudes Spfclal Foreign Currency Program 
activitidSj calturH and scienUfiQ flK change 
actlvitieSj and Qihm hm\Q\ mmmch activi- 
ties with an; intern^ilonal iDeos, 



ir.S. INFORMATION AGENCY 



VETERANS ADMINISTRATION 



US! A Refers to fhe 'i^oildwide mpmi of IISIA 
health Inforni^U'^^j? ^sCttvities, 

VA Not included are those U S^ vetejani, 

servic^fnens md Xhmt dependents recftivmi 
health tminmg ^bimd rhrgugh tfi^ €,1. 
Bill. Not induded Am the health trainifig 
pro|rams for foreign nationals* 



Notes: This section of Appendix S does not fepresent a comprghensive Hstlni of the internationul health activities 
of the Federal aiencies. Not included are the program activities of the internatjonai developmint lending 
insiityiloiii^ 



Technical assistance and bilateral agreement activities are c3te|orized according to the specific level of 
activity. Cultural and scientific ejcchanp activities are included in the Trainini and Educataon catogory. 



I&A, foyntrv^Spiciflc Hialth Activitiai of Ul, Govirnmint Aflinciii (Fisci! Yaar 1976 
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* hopini Enviionnientil 
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App€ndix 5 



Intirnitional Hialth Activities in Rasaarch by thi U.S. Govamment, Fiscal Year 1976 
(in Thousand! of Dollars)* 



Research Actlyity 



for 

Intematianal 
Developnieni 



Departmynt 
uf Hiijth, 

& Walfare 



U.S. Government Ajency 



Energy 
Reseiroh 

and Narionoi 
Development ScienQe 
Administration Foundation 



Aiency Total $n3,4g4 $39,322' $39,300^ $22,939* 

Biomcdicai Research 

and Development . , , , 28,300 
Population and Family 

Planning and 

D§veIopment ...... 25,974 

fiealth Services 

Research 2,249 900 

Nutrition 3,0S3 

Troplcu! Disease . , . , , 7,138 4,600 

Environmcntaj Health . , 420 lOO 

Health Planning . . _ . 488 
Mental Health 1,100 
Disa.iter Preparedness . , 

Alcohol and Drug Abuse 1 .200 

Veterinary Medicine- . , 
, Occupational Health 

and Safety^ 
Social Science 

Research 2,700 



$6,593' 
6, J 93 



3,199 



16,496 Army 
6,443 Navy 



1,562 



247 



♦Includes health»related research in developing and developed CQuntries. The total obligations for intarnational 
health research reflected In this matrix are indicative of research perfofmed In an intefnationai forum (as 
opposed to the total volume of international health research performed domestically and internationally). These 
funds only retlect the marginal cost for health research collaboration or the costs actually incurred oversaas. 



Environmentai 
Protection Depmitnient of 
Agincy Apiculture 



$2,533^ 



S 1,464^ 



1.464 



2,533 



EXPLANATORY NOTES FOR 5B= 

'AID does not receive Special Foreigri Currency Prograni research funds, 

'Includes $3*320*000 in Special Foreign Currency Program health research funds. Total Special Foreign 
Currency Program health research funds are included for the Rehabilitation Services Administration (RSA), 
Social Rehabilitation Service (SRS>,aiid Public Health Service (SRS and RSA were separated in 1975), 

^Includes $1*685*000 in Spaclal Foreign Currency Program health'related research funds. The funding flgura 
also includes obligations for foreign health research laboratories. 

* Special Foreign Currency Profiam funds for health research were not obligated in FY 1976. 

^Special Foreipi Currency Pro-am funds were estimated to be $130,865 for health research, 

•Includes $2*385*572 in Special Foreign Currency Program health research fundi* 

'Total funds are Special Foreign Currency Program health research monies. 
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